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*" Measures generally used in the management 

and treatment of rheumatic fever and heart 
disease, must be classified in two groups. First, 
those of a specific nature used in the control of 
streptococcus and other infections ; second, those 
used in the control of the rheumatic process in- 
directly through the secondary factors which are 
known to modify the disease in its effect on the 
individual patient. Since the etiology of the 
streptococcus is not established, and since no 
specific measures have been found which are 
effective, little can be said on the first form of 
treatment. None of the usual biological prod- 
ucts have any recognized beneficial effects on 
theumatic subjects. At the present time it 
seems clear that none of the now known drugs 
of the sulfonamide groups have any demonstra- 
ble effects on the streptococcus, which may be 
the etiologic agent of the rheumatic fever, or 
on the rheumatic patients. A sufficient and large 
tnough group of rheumatic subjects have been 
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studied in reputable clinics under controlled con- 
ditions, to state that sulfonamide is of no value 
in the treatment of the disease. 

This paper is concerned primarily, therefore, 
with a brief discussion of the principles involved 
in the management and treatment of rheumatic 
fever and heart disease through attention to the 
various secondary factors which influence the 
course of the disease. Each of these principles 
has a varying effect on patients. When the phy- 
sician is confronted with an individual patient, 
it is necessary that a complete survey and eval- 
uation be made of the patient’s clinical picture 
and problems in order that the necessary meas- 
ures be used for his benefit. Since rheumatic 
fever is a disease with many varying manifesta- 
tions it is certain that treatment must be highly 
individualized according to the needs of the pa- 
tient in the judgment of the physician. Clearly 
also, even tertiary factors must be searched for 
and controlled, so that complete physical ex- 
aminations and social surveys must be made. 
Without careful attention to details, it is unlikely 
that much favorable effect will result. 


Secondary Factors to be Estimated in the 
Treatment of Rheumatic Fever and 
Heart Disease 


The following factors are considered most im- 
portant in their effects on patients with rheu- 
matic fever and heart disease. It is necessary 
to recognize their presence and properly esti- 
mate their relative value in each patient. While 
others may occasionally be present, it is safe to 
say that these are always present. 


Heredity.——There is no clear evidence that 
heredity plays a part in the incidence of rheu- 
matic fever, but there is presumptive evidence 
that the disease may be modified by a “constitu- 
tional type,” whatever that vague term may 


24: 








mean. It is proper to advise that rheumatic sub- 
jects do not marry, and to look carefully for 
rheumatic offspring in families with histories 
of rheumatic fever. Secondary cases of rheu- 
matic fever in collateral members of the family 
are due more probably to contact infection and 
coincidental environmental influences than to 
direct heredity. 


Social Status——The incidence of rheumatic 
fever is unquestionably higher in the lower 
social strata where poverty, filth, malnutrition, 
uncorrected infections and defects and unfavor- 
able living conditions exist. Cardiac clinics draw 
the largest population from poorer sections of 
cities where these conditions exist. The disease 
is far less frequent in private practice among 
the “well to do,” and especially among the 
medically intellectual “well to do,” that is, among 
people who pay attention to matters of health, 
especially for their children, and attempt to pro- 
vide favorable opportunities for their rearing. 
When a patient is found in this group, the dis- 
ease is apt to be less severe and with a more 
favorable prognosis. Contrariwise, when a pa- 
tient comes from the lower group, everything 
must be done to correct these deplorable social 
conditions. 


Climate.—Climate and season of the year play 
an important part in the inciderice and course 
of rheumatic fever. The larger number and the 
severest cases occur in regions of bad climate, 
especially in the temperate zone and in the spring 
of the year. It has been established that 75 per 
cent of attacks occur in the three spring months, 
and that attacks at this time of the year are apt 
to be more severe. It is not allowable to ex- 
plain in detail or even to mention all the climatic 
relationships which exist in rheumatic subjects. 
Known subjects should be watched more closely 
and treated more carefully during periods of bad 
weather, particularly during the spring months. 
Removal to a better and more suitable climate is 
advisable, and, if not possible, attempts should 
be made to duplicate artificially improved climate 
conditions. 


Age of Patient—Rheumatic fever occurs at 
all ages, from infancy and early childhood to 
advanced age. The case frequency curve, how- 
ever, is in the first five years, there being a slow 
gradual rise to about six years, then a rapid rise 
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in the next decade to fifteen years. The peak 
of first attacks and of the number of attacks js 
about 12 to 15 years. Then there is a steady fall 
in the next decade to twenty-five years, after 
which the curve flattens out gradually, and al- 
most disappears. Whether certain types of 
arthritis occurring in adults past maturity may 
have some relationship to rheumatic fever is 
still an interesting unsolved problem. Younger 
children generally have more severe attacks of 
rheumatic fever. First attacks are very com- 
mon, especially with vague beginnings which are 
so easy to confuse with various conditions simu- 
lating rheumatic fever, namely, fatigue, flat feet 
and other postural defects, and malnutrition. 
Younger children are more apt to have pro- 
liferative attacks with few leading symptoms or 
signs until the disease is well advanced. 


Number of Attacks—The first attack is al- 
ways the most important. It is often the only 
one, with either complete recovery or a rapidly 
fatal result. It is usually in the young child. 
It is more difficult to diagnose, and the symp- 
toms are less cause to bring the patient to the 
physician. Subsequent attacks may vary in their 
major manifestation, one being characterized by 
joint pains, one by chorea, and another by some 
form of heart disease, or by any one or all of 
the signs of rheumatic fever. Succeeding at- 
tacks are apt to indicate the exudative nature 
of the disease with a more favorable prognosis. 
It is probable that there is some injury to car- 
diac tissue with every attack, though many times 
the effect may be very slight. 


Type of Attack.—It is important to recognize 
the predisposing and preceding events of each 
attack in order to protect against subsequent 
attacks, especially when acute flare-ups of tonsil- 
litis or upper respiratory infection occur. Prog- 
nosis and principles of treatment -will be consid- 
erably modified by the nature and type of the 
attack. The exudative or cyclic attacks charac- 
terized by joint pains, chorea and other exuda- 
tive tissue response are more frequent and more 
susceptible to symptomatic treatment, have a bet- 
ter immediate and ultimate prognosis than pro- 
liferative or continuous attacks characterized 
by absence of joint pains and fever, by more 
profound changes in the fixed tissues of the 
body, particularly the heart. The larger number 
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of cases of adhesive pericarditis, mitral stenosis 
and aortic valvulitis and myocarditis with 
nodules occur in the proliferative type, and the 
prognosis is correspondingly worse. Prolifera- 
tive attacks are more frequent in young children. 


Location and Degree of Injury to Local Parts 
of the Body—Rheumatic fever affects many 
parts of the body, principally the heart, the 
brain, the joints, less frequently the lungs and 
kidneys, maybe at times other glandular tissues 
of specialized structure. The characteristic 
process is an injury to the small terminal arteri- 
oles. There is no explanation of why the heart 
is most frequently affected. In addition to the 
lesions in the organs mentioned, permanent 
changes may occur in the aorta and any of its 
large branches. It is, of course, most important 
to recognize in an individual patient just which 
area is involved, to look out for signs in other 
areas with subsequent attacks, and to apply 
measures which are appropriate to the part af- 
fected and the degree of injury. The cardiac 
lesion is the most disabling in chronic cases and 
has received the greatest amount of medical in- 
terest. An attack may be characterized by wide- 
spread change, rapidly and continuously progres- 
sive in severity. The larger number of children 
with chorea have a rheumatic encephalitis. 
Clinically, the changes that occur in the heart are 
the only permanent ones, all others clearing out 
completely when the attacks subside. There is 
no explanation for this fact. 


Course of Rheumatic Fever 


A rheumatic patient can always be placed in 
one of three groups which represent the 
course of the disease. 


Rheumatic Fever Without Heart Disease.— 
There is the stage in which a rheumatic state 
with one or more signs is sufficient to make the 
diagnosis. Every patient at one time passes 
through this stage and those who recover return 
to it eventually. These patients do not have 
recognizable heart disease though it is probable 
there is some degree of cardiac injury in every 
case of rheumatic fever. The rheumatic process 
in this stage is more or less widespread in the 
body, often with few localizing signs, especially 
in children. The process may disappear in time, 
never to return. There may be recurring at- 
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tacks in the same stage or the process may ex- 
tend further to the second stage, when it is evi- 
dent that rheumatic heart disease is present. 


Rheumatic Heart Disease Without Circulatory 
Failure-—In the second group, which has re- 
ceived the greatest medical attention in the past, 
the cardiac lesion occupies the center of interest. 
Either the rheumatic process is active in the 
heart, producing continuous or _ recurring 
changes in one or more areas, or the process sub- 
sides into a quiescent or inactive period, or the 
process may recede and disappear. Repeated 
examination must be made to determine the 
trend of events. The principles of treatment in 
this second stage will be used according to 
whether the rheumatic process is or is not active. 
The means which can be used to control the 
activity in the heart are limited in number and 
effectiveness and must be combined with those 
used for the control of the rheumatic infection 
in general. Under these circumstances it is as- 
sumed the heart is able to maintain adequate 
circulation and at least the patient ‘suffers sub- 
jectively very little, if at all, from the disease. 
It can be stated that patients in this second 
stage may recover completely with normal 
hearts, but such instances are rare and against 
the rule. The larger number who recover, re- 
main with an inactive healed scarred cardiac 
lesion which may or may not be of further im- 
portance. Instances of satisfactory healing are 
frequent enough, and, excluding independent cir- 
culatory disease, such patients return to useful, 
if somewhat protected, lives. 


Circulatory Failure-——In a third group there 
is a failure of circulation with cardiac “angina,” 
disturbance of circulation or congestive failure, 
and destruction of myocardial tissue. Circula- 
tory failure may appear early in the course of 
the rheumatic process, even simultaneously with 
the heart disease itself, or may be delayed for 
some time, even years, after the initial attacks. 
Patients who develop signs of circulatory failure 
rarely recover completely so that when such fail- 
ure is once diagnosed, it in turn occupies the 
center of the stage and its control should occupy 
the chief medical attention. Unless it can be 
brought undeyv immediate control, little else mat- 
ters much. The onset of circulatory failure is 
usually late in the course of rheumatic heart dis- 
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ease, a distinguishing point, as compared with 
senile, degenerative or hypertensive heart dis- 
ease of later life, in which the circulatory failure 
usually is the first symptom which brings the 
patient to the physician. 


Treatment 


Rheumatic Fever Without Heart Disease.— 
Patients in this stage are grouped arbitrarily as 
Class F by the American Heart Association. 
They are all potential cardiac patients. 

During periods of activity, treatment consists 
of bed rest for the joint pains, toxemia and 
tachycardia. Aspirin relieves the painful joints 
quickly and should be given in doses sufficient 
to produce results; it is rarely necessary to use 
any other drug for this purpose. It can be given 
in tablet form with one tablet of milk of mag- 
nesia for each aspirin tablet at four hour in- 
tervals. Local treatment of the joints is rarely 
used and immobilization is done best by the pa- 
tient himself. The fever is usually reduced by 
the aspirin concurrently with the joint pains. 
There is no harmful effect of aspirin on the 
heart. The drug should not be given after 
relief is obtained since it has no effect on the 
rheumatic process itself. Any active foci of 
infection such as tonsillitis or posterior naso- 
pharyngitis, should receive adequate attention. 
The diet should be simple, with an abundance 
of liquids, especially fruit juices. Vitamin C 
deficiency is not a factor in the cause of rheu- 
matic fever. When the acute attack subsides, 
the diet should include adequate protein and 
iron-supplying foods, such as meat, eggs, and 
green vegetables. 

No attempt should be made to correct the 
accompanying physical defects or causes of 
the rheumatic attack until the process has 
reached an inactive stage. 
cases this can be assumed in about two weeks 
after all acute symptoms and signs such as 
fever, tachycardia, delayed sedimentation rate, 
joint pains and leukocytosis have returned to 
normal. Then such primary causes as active 
foci of infection and contact with carriers of 
infection can be investigated and corrected as 
far as possible. Attention should then be given 
also to exercise, rest, outdoor exposure, sleep- 
ing and housing, return to school, diet, etc. 
All this time the patient should be kept as 
near to a normal routine as his signs will per- 
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mit. Probably the most important medical 
and social activity for the control of rheumatic 
fever and heart disease, both in the individual 
and from the public health standpoint, are to 
be considered in this particular stage. The 
patient may not arouse much medical excite- 
ment and interest, but he is in greatest need 
of adequate medical care, especially from the 
standpoint of preventive medicine. 


Diseased tonsils should be removed as soon 
as expedient for each recurring attack of ton- 
silitis may be followed by another attack of 
rheumatic fever. It is true that more children 
with rheumatic fever have diseased tonsils 
than a group of control children, but parents 
should not be told that removing tonsils will 
cure rheumatic fever nor prevent either first 
or second attacks. Such children with bad 
tonsils removed are better off, their general 
health is usually improved, and they have 
fewer activating infections. But the rheu- 
matic process once initiated in a child con- 
tinues on unaltered, whether the tonsils are in 
or out. 


A most important phase of the tonsil ques- 
tion in connection with recovery from rheumatic 
fever and recurring attacks, is what happens to 
the naso-pharynx after tonsillectomy. Are the 
tonsils completely removed with no remaining 
stubs of lymphatic tissue? What is the condition 
of the lingual tonsil and other lymphatic tissue 
in the naso-pharynx and on the tongue? Un- 
less these areas are medically clean and kept 
clean, probably many disappointing results will 
happen after tonsillectomy. This applies to any 
focus of infection. The nose and throat study 
has usually just begun with tonsillectomy. Rheu- 
matic patients with nasal allergy present a par- 
ticularly difficult problem. 

When signs of heart disease appear in either 
the period of active rheumatic fever or later, the 
principle of treatment changes to include such 
measures as we have to relieve the cardiac in- 
volvement, and the patient passes into the second 
stage. 


Rheumatic Heart Disease Without Circulatory 
Failure.—Patients in this stage are grouped as 


Class I. They all have organic (structural) 
heart disease. 
Treatment of the patient with rheumatic heart 


disease consists primarily of bed rest during the 
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entire period of rheumatic activity. The effect 
of bed rest is to reduce the heart rate by remov- 
ing postural demands and exercise response of 
the circulation, and by removing excessive de- 
mands on the heart for more blood at a faster 
rate. The tachycardia may be the result of the 
toxemia, in fact often is, and consequently bed 
rest may produce no significant fall in the heart 
rate. But rest should be continued until all 
signs of rheumatic activity have ceased. This time 
varies all the way from a few weeks in exuda- 
tive, to two or more years in proliferative at- 
tacks. Again, so long as signs of rheumatic 
fever can be noted, patients should remain as 
completely quiet, mentally and physically, as pos- 
sible. 

Patients with an active myocarditis may be 
profoundly ill in a manner similar to the acute 
toxic myocarditis of diphtheria, with prostration, 
vomiting, collapse and death. Or, they may 
show few or no clinical signs of the myocardial 
infection save cardiac enlargement. Digitalis 
is of little or no value in such cases, and at 
times may be distinctly harmful. It should not 
be given until signs of congestive failure ap- 
pear. Hypertonic glucose with or without insu- 
lin has been of value. Other drugs have no 
proven value though there is evidence to sug- 
gest that certain ones in the xanthine group may 
influence coronary blood flow and in other ways 
benefit the myocardium. 

No therapeutic measures are known which 
influence the lesion on the valvular or mural 
endocardium. The appearance of progressive 
stenosis in a mitral valvulitis is of serious prog- 
nostic importance. It is associated with increas- 
ing pressure in the pulmonary circulation and 
is frequently followed by auricular fibrillation if 
the patient lives long enough. Little can be 
done to influence these events. It is doubtful if 
valvular lesions play an important part in the 
progress of the rheumatic patient. 

Pericarditis in cases with exudative attacks 
produces a stormy scene, and the picture is not 
unlike an attack of lobar pneumonia. Precordial 
pain, breathlessness and cough, high fever and 
prostration may make the attack simulate pneu- 
monia closely. Such patients require morphin 
in liberal amounts, precordial icebags, elevation 
of head and chest in bed, and occasionally oxy- 
gen. The attacks may be less severe. It is rare- 
ly necessary to remove the fluid in the peri- 
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cardial sac. Some fluid is present in every case, 
but rarely does the amount embarrass the heart, 
and in a short time it disappears spontaneously. 
Adhesive pericarditis, occurring so frequently 
in the proliferative type, is not amenable to medi- 
cal treatment during the active stage. 

When the rheumatic activity has disappeared, 
many important questions arise. These are prin- 
cipally related to the response of the heart to 
exercise, exertion and excitement. Since the re- 
sponse of the heart to exercise depends primarily 
on the state of the myocardium, one must deter- 
mine carefully, from time to time, the size of 
the heart and its rate. Blood pressure estimation 
is also of some value. So long as the heart is 
decreasing in size, or at least remaining station- 
ary, and so long as the basal pulse rate is within 
normal limits for a given individual, increased 
exercise may be continued. Observations for 
one day a week, or one week a month, accurately 
made and recorded, are necessary. Many 
children have been kept in bed too long when 
under medical supervision nearly as often as 
not long enough. It is as important to release 
such children from complete bed rest at the 
proper time as it is to institute such rest. A 
régime of balanced exercise and rest is best. 
The question of attendance at school is a most 
important one. Cardiac children do best when in 
school, and it should be a first goal to be attained 
in planning additional exercise. Needed rest can 
be provided at home after school hours, and on 
holidays. Playground exercise at school and such 
routine which is necessary in class work, as 
climbing stairs, can usually be managed with a 
few slight concessions. Harmful competitive 
games and exercise are not introduced in the 
curriculum until high school age. Cardiac chil- 
dren should not be allowed to swim even in a 
supervised pool, particularly when mitral steno- 
sis is present. 

Patients with rheumatic heart disease are safe 
for a carefully administered anesthetic which 
may be necessary for such operations as tonsil- 
lectomy, appendectomy and other surgical urgen- 
cies and emergencies. Children with heart dis- 
ease who are candidates for a_ tonsillectomy 
should receive careful preoperative isolation and 
preparation, and should be watched closely for 
about two weeks postoperative for signs of 
rheumatic fever. 

The reappearance of signs of rheumatic activ- 
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ity calls for immediate cessation of all exercise. 
Continued improvement in the various secondary 
environmental factor must be sought to prevent 
further changes in the heart or recurring at- 
tacks of rheumatic fever. 


Circulatory Failure-——During the course of 
active rheumatic heart disease, the heart may be 
unable to maintain an adequate circulation, even 
under basal conditions of rest. The inadequacy 
may be slight but is always significant of 
myocardial injury. Such patients belong in 
Class Ila, IIb, or III, of the American Heart 
Association, depending on whether the failure 
is present only in slight degree and on severe 
exertion (Class Ila), whether it is present inter- 
mittently but on slight exertion and for long 
periods (Class IIb), or whether it is continuous 
(Class IIT). Congestive failure is always serious 
in rheumatic heart disease and signifies an ad- 
vanced lesion with an unfavorable prognosis. 
The onset of failure comes late in the course of 
the disease or terminally in the very acute ful- 
minating rheumatic toxemia. 

The treatment for circulatory failure in rheu- 
matic heart disease is similar in every respect 
to failure in any other form of heart disease. 

There are several features of circulatory fail- 
ure which require special treatment and there 
is no time when careful judgment is more neces- 
sary for the intelligent management of patients. 

Breathlessness and precordial distress are best 
treated by oxygen and morphine or one of its 
derivatives. Present-day administration of oxy- 
gen is safe, easy, and economical, and highly effi- 
cient. The relief from breathlessness is often 
instantaneous and complete. Its use should not 
be delayed until there is great urgency. Mor- 
phine for cardiac distress is also a satisfactory 
remedy. For children with milder forms of dis- 


tress, codein by mouth at night in single large ~ 


doses is safe and satisfactory. It must be given 
with care, when there is dyspnea, for fear of 
slowing the respiration too much. Also, one 
should be sure there is no large pleural or peri- 
cardial effusion before using oxygen or giving 
large doses of narcotics. 


Anemia and Cyanosis.—During the course of 
an active rheumatic infection there is usually a 
considerable anemia from the toxemia. At times 
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this is severe enough to require blood transfu- 
sions but always requires attention to diciary 
factors which make hemoglobin. When such 
patients develop circulatory failure it is often 
true that no real cyanosis is present because the 
anemic blood cannot reach a stage of visible 
cyanosis. These patients, therefore, should ney- 
er have blood removed for cyanosis or a high 
venous pressure, as their blood would be fur- 
ther depleted. Transfusions may be in order 
rather than “blood letting.” 


Capillary stasis wth edema requires one or 
several drugs which may be tried in turn (never 
together) or used when the nature of the stasis 
is apparent. In myocardial weakness with de- 
pendent edema, digitalis is preéminently used to 
increase muscle tone and irritability. Its action 
is directly on the cardiac muscle cells. When 
there is a general loss of vasomotor tone and 
edema, with low blood pressure, some drug like 
theocalin may be used with satisfactory results. 
Drugs of this class are particularly useful in 
circulatory failure during severe active, acute 
myocarditis. Metallic substances similar to salyr- 
gan are useful cardiac drugs to relieve capillary 
stasis and edema. They must be given when 
the patient is free from any digitalis and are 
most effective when given with ammonium or 
potassium chloride. 


When disturbances of mechanism occur as a 
part of myocardial injury, they can be recognized 
as: (a) Extrasystoles at various times, (b) au- 
ricular or ventricular fibrillation, and (c) heart 
block. Extrasystoles indicate an increased irrita- 
bility of the heart muscle and generally are a 
contraindication to the use of digitalis, which also 
increases irritabilty. Digitalis is indicated in 
auricular fibrillation and may itself produce ven- 
tricular fibrillation. There is no treatment for 
heart block. 


Patients with circulatory failure should have 
diets of limited fluids, limited salt, low fat, me- 
dium protein, and high starch content. The 
diet should fully include easily digested foods, 
ample or added vitamins and foods with blood- 
building qualities. Satisfactory diuresis will 
sometimes follow an exclusive milk and orange 
juice diet for several days. 
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" THE PRECISE etiologic agent in Mooren’s ulcers 

is quite obscure. In many cases all present 
forms of treatment fail to save the eye from de- 
struction or serious impairment of vision. Nat- 
urally, under these circumstances, any new effec- 
tive method of treatment would be a welcome 
addition to our therapeutic armamentarium. 
Fortunately, the condition is only rarely encoun- 
tered. 

Although no definite conclusions can be drawn 
from this case because of the multiplicity and 
varied nature of the therapeutic measures in- 
stituted—yet it did seem that the turning point 
in the course of the disease coincided with the 
administration of sulfanilamide. The appear- 
ance of certain symptoms of toxicity prevented 
a more conclusive trial of the drug in a higher 
blood concentration. Further study and obser- 
vation on cases of Mooren’s ulcer in patients who 
can better tolerate the drug in more adequate 
dosage is necessary before definite conclusions 
can be reached regarding the therapeutic value 
of sulfanilamide in this condition. 

A white housewife, aged sixty, appeared April 22, 
1939, complaining of severe pain, redness and tearing 
in her left eye. Examination revealed a marginal 
ulcer of the left cornea in the upper nasal quadrant. 
The defect extended for 4 mm. along the corneal 
margin and varied in width from 0.5 m.m. to 1.5 mm. 
The entire base of this ulcerated area was covered 
with a grayish exudate and the upper extremity of 
it ended in a curved tip. The margins were under- 
mined and had a gray overhanging edge. 

The patient was given ambulatory office treatment. 
The left lacrymal passages were irrigated with mild 
antiseptics. At various times the ulcerated area was 
Cauterized once with tincture of iodine and _ twice 
with mercurochrome paste. One per cent optochin in 
ointment ferm was prescribed for daily use by instilla- 


tion. Crystalline vitamin B: was prescribed for oral 
use, 
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Under this treatment the ulcer gradually enlarged 
until it measured 8 mm. in length and 2.0 to 3.0 mm. 
in width, extending toward the center of the cor- 
nea. At this point the patient was admitted to 













































Fig. 1. 


the Evangelical Deaconess Hospital and typhoid vac- 
cine was given intravenously and optochin locally with 
infra-red heat. This treatment had no apparent effect 
in checking the spreading of the ulcer. 


Sulfanilamide was then given orally until the blood 
sulfanilamide level reached 4.0 mg. per cent. At this 
stage, the patient became slighly confused, irrational, 
and cyanotic so that the medication was continued in 
slightly smaller dosage. Instillations of optochin oint- 
ment were continued locally. During one week of 
this régime the ulcer became stationary and did not 
further increase in size. The grayish exudate cover- 
ing the base cleared from all except the margins 
but the entire area stained deeply with fluorescein. 


At this stage the margins of the ulcer were electro- 
cauterized and a conjunctival flap was drawn down 
and sutured so that it covered the entire corneal defect. 
The sulfanilamide was continued for four days more, 
at which time the conjunctival sutures were removed. 
As the flap retracted, the corneal defect became nicely 
epithelialized and did not stain at all. One week after 
the operation, the eye was pale, quiet and comfortable. 
A moderate translucency of the cornea remains at the 
site of the ulcer. There is no visual impairment, as 
the ulcer did not quite reach to the center of the 
cornea (see illustration). 
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“The essential principles of nutrition established by 
research are that green vegetables and fruits are not 
luxuries but necessities. ... 


“Their content of vitamins, minerals, organic acids, 
sugar and water, together with their final alkaline reac- 
tion in the body, makes them (citrus fruits) most 
valuable in helping to meet the requirements of a well- 
balanced diet, the principles of which should be ob- 
served in every routine hospital diet, and not violated 
in a special diet. . . . Their flavor and tartness make 


them acceptable when other food cannot be taken.”— 
From Citrus Fruits and Health by Florida Citrus Com- 
mission. 
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Fascia and Ligaments 


IN A RECENT ARTICLE concerned with cys- 
tocele, Dr. Barry Anson and I demonstrated 
that, after removal of the intestines, peritoneum 
and subserous tissue, the firm fascia which lines 
the muscles of the pelvic floor is reflected up- 
ward as a collar over each of the three hollow 
viscera, namely, the bladder, the vagina and 
uterus, and the rectum. The relatively thin collar 
around the bladder is in apposition with the 
heavier vagino-uterine collar, the bladder pillars 
constituting a connecting bridge. 

More recent observations in the operating 
room correlated with anatomical dissections have 
demonstrated the continuity of the investing 
fascial collars with the supporting structures at 
a higher level. Proceeding from above down- 
ward, the fascial investment over the uterus first 
becomes distinct posteriorly slightly above the 
level of the uterine attachment of the utero- 
sacral ligaments. Anteriorly, there is a remark- 
ably broad attachment of the round ligaments 
down to the level of the broad ligament branch 


of the uterine vein; immediately below this point : 


the fascial collar becomes dissectable. 
Lateralward, the uterovaginal and vesical fas- 
cial coverings become continuous with the Mack- 
enrodt ligament, which spreads out, tent-like, 
to become inserted, fan-shaped, into the fascia 
overlying the obturator muscle and muscles of 
the pelvic diaphragm. With the peritoneum re- 
moved, one sees that Mackenrodt’s ligament 


*From the Department of Obstetrics and Gynecology, North- 
western University Medical School and Passavant Memorial 
Hospital. Read before the Section on Obstetrics and Gynecology 
at the annual meeting of the Michigan State Medical Society, 
Grand Rapids, September 20, 1939. 
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really begins, above, at the level of the obliquely 
coursing broad ligament branch of the uterine 
vein, and that there is a “core” consisting of 
this vein and the slightly more inferiorly placed 
uterine artery and accompanying vein, all en- 
closed in a vascular compartment ; one notes also, 
posteriorly, that the uterosacral ligament is con- 
tinuous laterally with and really is an integral 
part of Mackenrodt’s ligament, as well as con- 
tinuous with the uterovaginal fascial collar. Up- 
ward and downward extensions of the fascial 
sheath surrounding the vessels constitute firm 
investments accompanying the ascending and 
vaginal branches of the uterine artery and vein. 


Ureters—The course of the ureters is a topic 
of never ending interest and concern, even to 
those most experienced. Noteworthy surgical 
landmarks therefore merit a few words: Upon 
entering the pelvis the ureter lies immediately 
medial to the attachment of the infundibulopelvic 
ligament at the pelvic brim. In peritonization, 
after removal of the uterus together with the 
ovaries, the ureter is therefore hazardously near, 
just beneath the peritoneum, and the peritonizing 
suture should never be deeply placed on the 
medial side without preliminary palpation of the 
ureter. Located 4 cm. from the uterus at the 
level of the internal os, the ureters are 1.5 cm. 
lateral to the lowermost cervix at the point of 
their greatest proximity to the uterus; in their 
downward course they lie beneath the tent-like 
fan-shaped lateral extensions of Mackenrodt’s 
ligaments, crossing under the uterine vessels, and 
situated approximately 8 cm. apart at the level 
where the pelvic surgeon usually places clamps 
on the vagina in performing a simple complete 
hysterectomy. Another landmark is afforded by 
the bladder pillars, the ureters being located just 
anterior to and 1 cm. lateral to the pillars. In 
the detail of radical hysterectomy for cancer it is 
helpful to know that the ureters enter the blad- 
der obliquely convergent, ensheathed in exten- 
sions of the musculofascial covering of the blad- 
der. Also worthy of emphasis here, there is a 
considerable fascial investment which extends 
along the ureter, thus creating a pathway for 
lymphatic drainage from the cellular tissues con- 
tained within Mackenrodt’s ligament. 


Bladder.—The anatomy of the bladder in rela- 
tion to pelvic surgery intrigues me. The mus- 


Jour. M.S.M.S. 
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culofascial investment is fortunately somewhat 
thicker on the inferior surface and is greatly 
strengthened by the contiguous very much 
thicker musculofascial collar of the vagina and 
cervix. At complete hysterectomy, however, we 
separate in the plane between the vesical and 
the cervicovaginal collars, where the _ vesical 
fascia is much thinner, with the result that the 
integrity of the bladder wall is often endangered. 
This I have demonstrated repeatedly through 
the simple expedient of pre-operative instillation 
of 20 c.c. of 1:1,000 methylene blue solution 
into the empty bladder, as a safeguard: the blue 
solution shines through unduly denuded areas, 
warning of danger, and it spills in case of in- 
jury. In this connection, I am impelled to em- 
phasize the frequency with which one invades 
the musculofascial envelope of the bladder in the 
routine of complete hysterectomy, also the 
hazard of tissue forceps injury and leakage from 
the bladder, doubtless accountable for some of 
the cases of fistula heretofore ascribed to the too 
deep placement of sutures. The fascial wings 
over the bladder spread far laterally, and the 
bladder and ureter tend to fall farther laterally 
upon surgical dissection than one might surmise. 
Therefore, in performing a magnified Werth- 
eim operation, zealous removal of all available 
cellular tissue in the deep pelvis lateral to the 
ureter is somewhat hazardous. 


Management of Surgically Difficult Growths 


With added experience I have become im- 
pressed that, with dissection along fascial planes, 
in the removal of most genital pathology the 
operated tissues may be made to fall apart, and 
that they thereafter fall readily together in com- 
pleting the operation. Such blunt dissection is 
inevitably more gentle, and tissues united with- 
out tension heal kindly, with lessened distress 
during convalescence, and a minimum of mor- 
bidity and mortality. In this connection I trust 
that you who are more skilful than I will forgive 
a suggestion that our patients might be better 
served by more careful notation of the anatomy, 
more scrutinizing observation of the pathology, 
and more deliberate thought concerning the re- 
vamped physiology which is to be left in our 
wake. This does not imply that work may be 
done without awareness of the fact that waste- 
fulness of time increases morbidity and mortal- 
ity. 


Apri, 1940 
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Cases of carcinoma of the body of the uterus, 
or of the lower corpus or endocervix, likewise 
cases of pelvic endometriosis, may involve the 
bladder sufficiently to make hysterectomy haz- 
ardous. I shall not dwell on those cases in which 
resection of the bladder is indicated. In all 
other such instances the technic is essentially as 
simple as in the performance of an ordinary 
hysterectomy if one leaves the bladder undis- 
turbed until the uterus is otherwise freed. Then, 
with excellent visibility and perfect control, the 
uterus separates from the bladder without effort, 
along natural lines of cleavage. With this pro- 
cedure, as well as in those difficult adherent 
cases in which it appears expedient to separate 
the bladder according to the more usual technic, 
or perhaps with approach from the lateral as- 
pect, methylene blue solution in the bladder is a 
safeguard. 


Let us now consider obliterating lesions of the 
cul-de-sac with welding of the rectum to the 
vagina and cervix. It is self-evident that cases 
of endometriosis in which both ovaries are to 
be removed require no cul-de-sac surgery. But 
if one ovary is to be spared, also in cases with 
other tumorous lesions or cellulitis of the cul- 
de-sac, dissection of this region may be indi- 
cated. Here, analogous to the procedure in 
cases with a firmly welded bladder, the cul-de- 
sac dissection may advantageously be reserved 
for the final step, which makes the technic less 
formidable, the hazard of rectal injury minimal. 

Present-day emphasis on simplification of the 
technic of complete hysterectomy by generous 
mobilization of the bladder and, particularly, by 
freeing the uterus posteriorly and posterolateral- 
ly, has militated against our appreciation of 
other procedures. In cases with firm fixation of 
the bladder and an immobile rectum, a complete 
hysterectomy can be accomplished from side to 
side with facility, and with greater ease and less 
hazard, dissection of these viscera reserved for 
the final steps of the procedure, with separation 
of the more inaccessible viscus last. 

Among the reasons for the 50 per cent death 
rate from corpus cancer are (1) the tendency to 
tubal spill with extension to the ovary and peri- 
toneum and invasion of the contiguous cellular 
tissues, (2) extension of lower corpus growths 
either directly or via the endocervix into the 
lymphatics of the vascular compartment and 
cellular tissues of Mackenrodt’s ligament. Such 
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extensions are often patently unilateral; those 
from ovarian growths, tubal carcinoma and en- 
dometriosis may also be unilateral. In many 
such cases the customary simple removal of the 
uterus and adnexa may advantageously be sup- 
planted by unilateral simple division of the tis- 
sues on the uninvaded side of the uterus, with 
exposure of the ureter and a Wertheim proce- 
dure on the side of greater invasion, a “magni- 
fied” Wertheim complete eradication of all re- 
movable structures resorted to in extreme cases. 


A great many years ago we became smugly 
complacent upon learning that removal of a 
major pelvic tumor mass often spares life for 
many years, despite failure to eradicate the 
growth in its entirety. Now we know that 
extensive surgery with exposure of the ureter 
and “housecleaning” of all available cellular 
structures, usually unilateral, sometimes bilat- 
eral, greatly increases the expectancy of se- 
lected patients of this group, even those with 
an extensive omental cake and implants which 
are not removed, which may be controlled by 
x-ray therapy. 





Physicians and Cultists 


Many inquiries concerning the relations of the vari- 
ous cults to the regular profession have been received. 
The inquiries pertain particularly to the osteopaths and 
the optometrists. Some of our members are giv- 
ing lectures in osteopathic and optometric schools and 
addresses before their societies. Some members are 
associated by a common waiting room in offices with 
them. Some members are by mutual agreement pro- 
fessional associates principally in the field of surgery. 
There are some instances of partnership in practice. 
All of these voluntarily associated activities are un- 
ethical. Such relations certainly do not “uphold the 
dignity and honor of (our) vocation” or “exalt its 
standards.” In case of emergency no doctor should 
refuse a sufferer knowledge or skill which he possesses 
to the sufferer’s harm but this is quite a different mat- 
ter from that of a consultant or practitioner who by 
consulting or practicing with him assists a cultist to 
establish himself as competent and on the same basis 


of medical knowledge as a doctor of medicine. By ~ 


the very nature of the education and training of each, 
a consultation with a cultist is a futile gesture if the 
cultist is assumed to have the same high grade of 
knowledge, training and experience as is possessed by 
the doctor of medicine. Such consultation lowers the 
honor and dignity of the profession in the same de- 
gree to which it elevates the honor and dignity of the 
irregular in training and practice. Practicing as a 
partner or otherwise has the same effect and objection. 
Teaching in cultist schools and addressing cultist socie- 
ties is even more reprehensible, for such activities give 
public approval by the medical prefession to a system 
of healing known to the profession to be substandard, 
incorrect and harmful to the people because of its de- 
ficiencies. There hardly can be a voluntary relation- 
ship between a doctor of medicine and a cultist which 
is ethical in character.—Journal A.M.A., April 30, 1938. 
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" SINCE DISEASES OF THE URINARY TRACT are pe- 
culiarly prone to be multiple, it should be re- 

membered that a patient with gonorrhea may also 

have pathology of the upper urinary tract. 


The general principle that adequate treatment 
can only be based on thorough diagnosis and on 
demonstration of all lesions in a patient is well 
exemplified in this example. 


The patient, J. K., male, twenty-four years, without 
history of previous venereal disease, was exposed five 
days before examination. A slight urethral discharge 
was present and the urine was slightly cloudy in both 
glasses of the two-glass test. The smear showed typi- 
cal gonococcus organisms. 


His past history revealed no history of previous 
venereal disease. A physician had told him there was 
some albumen in the urine four years ago. He had 
been circumcised and his tonsils removed six years ago. 
Treatment consisted of sulfanilamide, grains sixty 
daily, with sodium bicarbonate for two weeks. Because 
there was heavy pus in both glass tubes, which settled 
quite densely, and no pain on urination or rise in tem- 
perature, pathology of the upper urinary tract was sus- 
pected and a flat x-ray advised. Cystoscopy was con- 
traindicated because of the recent gonorrheal urethritis. 

The patient refused this and went to another doctor 
who told him the prostate was the cause of his trouble 
and gave him daily massages for one week. (Repeated 
palpation failed to show any involvement of the gland.) 

He returned to me and the x-ray examination showed 
a large calculus with pyonephrosis of the left kidney 
and further study was advised. The gonorrheal dis- 
charge still persisted as before since it is quite obvious 
that neither sulfanilamide nor any other drug would 
substitute for nephrolithotomy or nephrectomy. 


When the patient consents to proper attention it will 
no doubt be followed by prompt improvement in the 
lower urinary tract. 


This case illustrates the need to obtain all the 
information available that justice may be done 
the patient in treatment. No drug, no matter how 
valuable, can take the place of careful, conscien- 
tious and complete examinations. 


Jour. M.S.M.S. 
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five " NUMEROUS INVESTIGATORS HAVE NOTED the 
ie marked seasonal exacerbations of symptoms in 
oth ; : ‘ 
ae patients with peptic ulcer. Other than the casual 

clinical reference to this periodicity, no explana- 
i tion has been forthcoming 
vas We have questioned all our ulcer patients, and 
had many others seen in consultation, as to what fac- 
wt tor seemed to initiate or cause an exacerbation 
ted of their symptoms for the past eight years. We 
led learned that in nearly all of them there was evi- 
-m- dence of surface chilling in some manner: sud- 
wai den climatic changes to severe cold or damp 
vl weather ; the removal of winter clothing in early 
ae spring; bathing in cold water or cold showers; 
ble large amounts of cold beverages ; living or work- 
ted ing in air conditioned (cooled) offices or homes. 
d.) We have also noted repeatedly that the ma- 
ved jority of all peptic ulcer patients usually have a 
a subnormal temperature 97.6° to 98.2° during the 
oe day. A few active ulcer patients, or those with 
ald complications, may have a rise in temperature. 
Hill Clinical Study 
the - : 7 ‘ 

Because of the paucity of observations in re- 

gard to etiologic seasonal activation, we attempt- 
7 ed to study the effect of thermal changes on gas- 
we tric secretion and clinical effects produced in the 
oii normal individual, as well as in patients, in vari- 
i ous stages of treatment for their peptic ulcer. 

achat Salas Bsa ao Se cotpeeaion, ot th 
es Apri, 1940 








PEPTIC ULCER—CLINTON AND ADLER 


Through the courtesy of Dr. Hugo A. Freund, 
Chief of the Medical Department, all individuals 
in this study were taken at random from the 
medical wards of Harper Hospital. They in- 
cluded persons with acute and chronic ulcers, 
who were in various forms of treatment. All had 
demonstrable x-ray evidence of ulceration. 


All individuals were subjected to the following 
routine examinations of gastric fluid. All sub- 
jects were first given the standard Ewald test 
meal. The various types of test meals were not 
used as we were interested in gastric juice rather 
than gastric content. Following this, the subjects’ 
stomachs were aspirated daily after fourteen to 
sixteen hours of fasting. This was done in order 
to obtain a general basal average of gastric acid- 
ity, as well as eliminate (as much as possible) 
the psychic effects of passing the small rubber 
catheter into the stomach. All patients were ex- 
posed to changes in the room temperature as well 
as body surface. Chilling was done first by low- 
ering the room temperature, and then the appli- 
cation of ice packs to the abdomen, extremities 
and head. This was continued until the patient 
complained of being cold and exhibited clinical 
signs of shivering. The fasting stomach was as- 
pirated at intervals of ten minutes for the first 
half hour, and then every fifteen minutes for the 
next hour. On subsequent days, the same pa- 
tients were exposed to increase in temperature by 
the elevation of room temperature and application 
of heat lamps to the trunk and extremities, until 
the skin showed evidence of generalized sweating. 
Gastric juice was aspirated as above. 


Table I shows the gastric secretion response to 
the thermal changes. In general, the degree 
of total acidity as well as the degree of free 
HCl increased when the body surface was 
chilled. In most cases there was a definite 
increase in the volume of gastric juice after 
the exposure to cold in contrast to the heat 
experiment, in which a decrease in total vol- 
ume was invariably observed. 

The most dramatic response in these experi- 
ments was that practically all the peptic ulcer 
subjects complained of the sudden onset of 
pain and epigastric distress after exposure to 
chilling. In two cases codeine had to be used 
to control the pain. In approximately fifty per 
cent of the cases exacerbation of the ulcer syn- 
drome occurred and continued for several days 
afterward, even though the routine Sippy regime 
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TABLE I 
No. Diagnosis Time Titration* 
“ of - Room Afte Aft 
Cases ses Mi r er 
rn Cases nee Temperature Sweating Chilling 
Free Total Free Total Free Total _ 

7 NORMAL CONTROLS Fasting * 8 22 12 20 10 24 
15 26 36 28 38 40 48 
30 32 42 40 52 46 56 
Fasting 14 24 20 32 18 30 
4 CHOLECYSTITIS AND 15 25 39 30 44 38 52 
CHOLELITHIASIS 30 32 42 36 48 50 64 
Fasting 0 6 0 6 0 8 
1 SCLERODERMA 15 0 10 0 6 2 22 
30 0 8 0 10 2 12 
Fasting 18 32 25 41 20 28 
9 GASTRIC ULCER 15 32 48 54 72 80 96 
30 54 62 58 70 92 102 
Fasting 10 24 24 42 14 25 
7 DUODENAL ULCER 15 32 42 54 76 74 86 
30 40 50 58 92 78 90 


























*All gastric secretion titrated with 0.1 NHCl per 100 c.c. of 
gastric juice, 


continued. However, when the patients were 
subjected to heat, their epigastric distress seemed 
to be alleviated. Most of the patients asked to 
have the heat lamps applied continuously because 
they stated it made them more comfortable. It 
was noted that the patients varied in their re- 
sponse to changes in temperature levels. In some, 
10 to 20 degrees, Fahrenheit, produced striking 
gastric responses; in others a greater degree of 
chilling was necessary. Perhaps these can be ex- 
plained on individual variations in body heat ad- 
justment to heat and cold. 


Changes in Treatment 


Because of observations of others and these 
clinical investigations, we began to revise our 
treatment of the ulcer patient in 1930, and grad- 
ually have modified the usual Sippy regime. The 
first item was to insist that the susceptible patient 


kept himself warm 24 hours a day, to wear pref- ° 


erably woolen or heavy long underwear from 
early fall to early summer. Second, “food or 
fluid not too warm and not too cold.” Sippy diet 
with fluids at room temperature, at frequent in- 
tervals. Third, nerve sedative, bromide or barbi- 
tal with atropine if necessary. Fourth, heat to 
abdomen (electric heating pad or electric light 
tent when in bed) if distressed at all, and suffi- 
cient heat to produce sweating on the abdomen. 
Fifth, it must be obvious that if the patient is in 
bed and sweating he must necessarily take more 
fluid to maintain his body fluid-level. Sixth, neu- 
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tralization of hyperacidity (at present using col- 
loidal aluminum hydroxide as described by Wald- 
man). Seventh, adjustment of daily routine of 
living to minimize the mental and_ physical 
stresses and strains. 

The hemorrhagic ulcer patient is given one or 
more blood transfusions if necessary in addition 
to the above routine. Patients with severe hemor- 
rhages, some penetrating, and all perforating 
types of ulcer are definitely surgical and should 
be treated accordingly. Most clinicians hospi- 
talize or at least put their more severe or intract- 
able ulcer patients in bed, and a large percentage 
improve under that regime. Why? One impor- 
tant factor, we believe, is the uniform skin sur- 
face temperature maintained by the body through 
adequate cavering. 

During the past few years eighty-two cases 
have been treated by the previously mentioned 
regime as follows: 


Ee oink Sa cackanueaennbicuadadaawents 11 
SE, I, chy a clicwaadaaenousiebeawee’ 40 
Edema and obstruction... .. ......2.scccscsceses 2 
EY SE sn crcccaaenikeseae ees 3 
or 1 
Acute perforation of gastric ulcer............. 18 
Nick th inakae en euawunaN ks 5 


(One patient died with delirium tremens.) 
(One died after eighteen hours of generalized peritonitis. ) 


This group has been very well controlled with 
few or no exacerbations of the clinical symptoms, 
except when patients have not followed their 
treatment. One bleeding ulcer case which failed 
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to respond to treatment subsequently proved to 
be carcinoma of the stomach at operation. 


Summary 


These clinical and experimental observations 
indicate that the effects of chilling seem to dis- 
turb the normal physiology of the stomach and 
impair the nutrition of the gastric and duodenal 
mucosa. Some investigators have attributed these 
changes to the production of a histamine-like 
substance (acetycholine) which causes a diminu- 
tion of the blood flow in the end arteries of the 
stomach, with a resultant anoxemia of the adja- 
cent tissues. Others believe the mechanism to be 
a reflex stimulation (sympathetic and parasympa- 
thetic) acting through the vagus. Regardless of 
the mechanism a resultant increased acidity of 
the gastric juice was the constant finding in a 
large percentage of the patients exposed to cold. 


The protection of body surface from sudden 
thermal changes by warm clothing, bed rest, and 
constant application of heat, as an electric pad 
or tent sufficient to produce sweating of the skin, 
has alleviated their symptoms in most instances. 
This routine has greatly decreased the striking 
seasonal “flare-ups” previously observed in these 
patients. We do not believe that the effect of 
cold is the cause of ulcer, but we do believe that 
sudden lowering of body temperature in the poor- 
ly insulated individual does aid in precipitating 
the ulcer syndrome (initially or as a regurrence ) 
by disturbing the normal neutralizing mechanism 
of gastric and duodenal secretion. 
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Coccogenous Sycosis* 


Treatment 


By Howard J. Parkhurst, M.D. 
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ber, Detroit, Cleveland and Chicago Dermato- 
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Society, Mississippi Valley Dermatological Con- 
ference, American Academy of Dermatology 
and Syphilology, Society for Investigative Der- 
matology, American Dermatological Associa- 
tion, and licentiate of American Board of 
Dermatology and Syphilology. Dermatologig 
to the Toledo, St. Vincent’s, Mercy, Flower, 
Woman’s and Children’s and Lucas County 
Hospitals, Toledo, Ohio. 


" Sutton*! defines sycosis vulgaris as “a chronic 
folliculitis or perifolliculitis of the bearded re- 
gions, due to infection with certain strains of the 
yellow or white staphylococcus.” Unna®? states 
that “in another series of cases it appears in con- 
nection with seborrheic eczema of the face.” 


Although many cases of coccogenous sycosis 
respond well to various types of treatment, there 
pre some which are very stubborn, and recur- 
rences are frequent and troublesome. If the up- 
per lip is involved, we think of nasal infection as 
a causative factor, although this does not always 
seem to be the key to the situation. Faulty shav- 
ing technic appears to be a very potent factor in 
prolonging the course of sycosis, and the practice 
of excoriating and digging for ingrowing hairs is 
another. The collar may rub and aggravate the 
condition. Neglected seborrhea may render the 
sycosis more persistent.*:17:1926,27,33 


Epilation by means of roentgen or Grenz rays 





*Read before the seventy-second annual meeting of the Michi- 
gan State Medical Society, Grand Rapids, September, 1937. 
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has been warmly recommended,!%1*!*?235 but 
many of us have seen cases presenting an old 
radiodermatitis together with a persistent sycosis. 
Therefore its use for this purpose does not ap- 
pear to be advisable. There have been many fa- 
vorable reports concerning the use of autogenous 
or stock vaccines, especially the former ;?**%?° 
but a long course of injections is required and the 
results are uncertain. Crutchfield was optimistic 
concerning the results he obtained with bacterio- 
phage.® Cipollaro also observed improvement fol- 
lowing its use, but not complete cure.” It is rec- 
ommended as a supplement to other therapeutic 
procedures. Ingram, Prosser White and Michel- 
son*®-*1,34 obtained good results with a lotion con- 
taining sulphurated potassium, zinc sulphate, phe- 
nol and salicylic acid, but I have found no subse- 
quent reports. There were several favorable re- 
ports concerning the use of brilliant green®?*?*?5 
in Europe and in New York, but there have been 
some recurrences. The same may be said of 
quinolor (chlorhydroxyquinoline), which pro- 
duces excellent results in some cases but may 
prove too irritaitng for continued use in others. 
Some recurrences have resisted further attempts 
at treatment.?5-2,30-86 


Realizing the shortcomings of these and other 
types of treatment, I have decided to recommend 
an old-fashioned keratolytic and antiseptic oint- 
ment which I have used with success during the 
past fifteen years. Recurrences have not been 
frequent, and they have been mild and easily con- 
trolled. I feel that the effectiveness of the treat- 
ment depends largely upon the patient’s coopera- 
tion. In order to secure intelligent codperation, it 
seems essential that the patient be given complete 
and accurate written directions. 


Routine of Treatment 


1. Always shampoo daily with a good tar 
soap, rinse thoroughly with running water and 
dry well. This daily shampoo should be con- 
tinued after the cure in order to help prevent re- 
currences. 


2. Every morning, wash the face and neck 
thoroughly with lukewarm water and a mild soap 
(e.g., plain castile soap); rinse well with soap- 
less water and pat dry. Then touch the razor 
blade and the entire bearded region with cotton 
soaked with the liquid antiseptic. Then lather 
the beard thoroughly with shaving soap. (The 
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so-called brushless shaving preparations should 
not be used.) Take three minutes for lathering, 
The lather need not be rubbed in. Then shave 
once over, not too closely, with a sharp blade. 
Shave. the affected areas last, to avoid spreading 
the infection. If shaving is too difficult in in- 
flamed areas, small curved scissors may be used 
as a temporary substitute (seldom necessary). 
After shaving, rinse the face and the razor blade 
thoroughly with running water, pat dry, and then 
touch the face and blade again with the liquid 
antiseptic. Then apply the ointment to the entire 
bearded region, using small amounts and _ rub- 
bing it in gently but quite well with the fingertips 
directly. Finally, wipe off with cotton any oint- 
ment which may remain on the surface, and dust 
a very little plain talcum sparingly over the en- 
tire face, so that finally no ointment or talcum 
shall be visible on the skin. In using a towel, the 
affected areas are to be touched last, and then 
the towel is to be boiled for at least two minutes 
by the clock. Washcloths are not to be used. 


3. Before the evening meal and at bedtime, 
the face is to be washed thoroughly with mild 
soap, rinsed with fresh water and patted dry 
(the affected parts last). Then the liquid anti- 
septic is to be applied to the entire bearded re- 
gion, followed by the ointment and talcum, as 
directed above. 


4. If the face is washed at any other time, the 
liquid antiseptic, ointment and talcum must al- 
ways be used afterwards. 


5. The hands must be kept off the face, and 
hairs are not to be plucked out. “Ingrowing hairs” 
are to be left untouched. 


6. Soft, low collars are to be worn, in order 
to prevent aggravation of the condition by con- 


-Stant rubbing. 


In addition to this procedure, steps should be 
taken to improve the patient’s general health, and 
if there is any infection of the nose or throat 
it should be attended to.*° 

The daily shampoo seems important because, 
as already mentioned, there appears to be a se- 
borrheic background at least in certain cases of 
sycosis. If the seborrhea is prominent, suitable 
scalp lotions may also be required. 

Looking through the dermatological textbooks 
in my library, I find that at least as early as 18/4 


Jour. M.S.M.S. 
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daily shaving was advised by Hebra and Kaposi 
as an important part of the treatment for sy- 
cosis.8241516 They advised that it be continued 
after the completion of the cure, in order to 
prevent recurrences. Nearly all of the books 
give about the same advice, but the technic of 
shaving is not sufficiently described. In my writ- 
ten directions to the patient I have outlined a 
technic approximating surgical cleanliness and 
designed to prevent the spread of the follicular 
infection to new areas while making the affected 
parts more accessible for treatment. 

It is possible that an electric razor, if properly 
sterilized, could be used to advantage, but thus 
far I have not tried it and have found no re- 
ports concerning it. 


Medication 


A liquid antiseptic has always been included, 
chiefly as a means of sterilizing the face and 
blade before and after shaving, to help prevent 
the infection from spreading to other follicles. 
This liquid is also regularly employed before each 
application of the ointment, both being applied 
always to the entire bearded region, and not 
just to the affected parts. I feel that it does 
not matter which liquid antiseptic is used, pro- 
vided that it is a reliable antiseptic and not ir- 
ritating. For practical purposes, I do not favor 
the use of staining antiseptics on the face, and 
have never found them necessary. There are 
enough stainless preparations, and I have often 
employed two or three different ones in rotation. 
Ordinary rubbing alcohol (alcohol 70 per cent) is 
one of my favorites, and I have also used a 
saturated solution of boric acid in alcohol. 

If a severe inflammatory process is present, 
moist compresses of saturated boric acid solu- 
tion may have to be used for a short time, until 
the acute symptoms have subsided ; then an oint- 
ment may be started with caution. But as a rule 
the ointment may be employed from the start. 

The ointment consists of ammoniated mercury 
and salicylic acid in a base of benzoinated lard. 
I find that Hebra and Kaposi'?* recommended 
ammoniated mercury in their textbook as an 
antiseptic for use in sycosis, and so have the 
authors of most dermatological books since that 
time. In his article on the therapeutic value of 
salicylic acid, McMurtry’® states that in the 
Strength of 3 per cent or more it is keratolytic, 
while in lower percentages it is keratoplastic. 
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According to McMurtry it is useful to help re- 
move adherent scales, crusts and debris. He 
mentions its usefulness in sycosis, among many 
other conditions, and states that it also possesses 
some value as an antiseptic. At first the percent- 
age of ammoniated mercury should be rather 
low, usually 4 or 5 per cent, and that of the 
salicylic acid should be 2 or 2.5. The strength 
of the ammoniated mercury is gradually in- 
creased, up to 8, or occasionally even 10 or 12 
per cent, while the salicylic acid is increased to 
3 and then to 4 per cent, but seldom higher. I 
have always preferred benzoinated lard as a 
penetrating base, and such a base is needed to 
carry the active ingredients into the follicle 
where they are needed to effect a cure. During 
the summer, such an ointment should be kept 
in a refrigerator to prevent melting. Menthol, 
0.2 per cent, may be added to this ointment, if 
desired, to relieve painful or burning sensations. 
As stronger and stronger ointments are pre- 
scribed, it may be well to have the patient alter- 
nate them with the milder ones until the milder 
ointments are used up, thus avoiding waste. And 
if a stronger ointment seems to irritate, a milder 
one must be substituted, at least temporarily, 
until the skin is soothed. One might even have 
to revert to plain boric acid ointment occasion- 
ally as a soothing agent. Of course, the talcum 
has a soothing effect, but it is used chiefly to 
remove any greasiness and to make the skin as 
presentable as possible. 

The face is a very prominent part of the body, 
and no patient wants to go around with his face 
stained by a liquid antiseptic, or smeared with 
an ointment or paste or coated noticeably with 
powder. By using stainless antiseptic, a clean 
ointment, rubbed in and wiped dry, and very 
small amounts of talcum, the patient has been 
kept as presentable as possible and in this way 
his cooperation has been secured, which is of 
the utmost importance. 


After-Treatment 


How soon may a cure be expected? In my 
experience, from four to twelve weeks of this 
treatment have usually been required to effect a 
clinical cure. But it seems unwise to stop treat- 
ment at this point. Instead it should be con- 
tinued regularly for at least another month, and 
following this it should be used after shaving 
for two or three more months, to prevent pos- 
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sible recurrences. Afterward, the same care 
should always be used in shaving, and the regular 
use of rubbing alcohol is a wise precaution. Daily 
shampooing should never be discontinued, for it 
checks seborrhea of the scalp and bearded re- 
gions, and may thus help to prevent recurrences. 
In an occasional case with a persistent tendency 
to recur, the ointment may have to be applied 
daily as a preventive measure. During the past 
fifteen years, I have probably seen my share of 
patients with sycosis, including some stubborn 
cases, but the results following this treatment 
have been so satisfactory that I have not had 
to resort to other measures. 

It cannot be overemphasized that complete- 
ly written directions and constant supervision 
are absolutely indispensable. Nearly every pa- 
tient with stubborn sycosis may be relied upon 
to follow these directions to the letter. 


Summary 


The various modern methods of treating sy- 
cosis have been reviewed briefly and their 
shortcomings mentioned. A plan for cleanly 
treatment, which the author has used success- 
fully for 15 years, is described. It calls for 
daily shaving with scrupulous technic, and ap- 
plications of liquid antiseptics and an oint- 
ment of ammoniated mercury and salicylic 
acid, in increasing strength, in a benzoinated 
lard base. A cure has usually been effected in 
four to twelve weeks. Complete written instruc- 
tions to the patient are essential. 
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Are you aware of the importance of the personality 
and emotional components in every organic illness? 


Are you thoroughly familiar with the legal steps 
necessary to provide hospitalization and treatment for 
the mentally ill? 


Do you know what is being accomplished today in 
the modern mental hospital, in the field of treatment ? 


Do you know how to treat the paroled patient from 
a mental hospital? (The bed census of mental hospi- 
tals could be reduced approximately 10 per cent im- 
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Keep Abreast of Advances in Medicine! 






mediately, if there was a good place to which to parole 
the patient.) 

Was your undergraduate teaching meager about 
mental health and psychiatry? Do you want a chance 
to get up to date? 

Have you some problems or questions concerning the 
mental health‘of your patients, which you would like 
to learn about? 

Eloise Hospital’s Postgraduate Clinic on Wednesday, 
April 24, 1940, will furnish you the opportunity to 
refresh your memory and keep abreast of the advance 
in this important part of your work. 


Jour. M.S.M.S. 
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Bladder Diseases 
Treatment in Women* 


By Wm. J. Butler, M.D., F.A.CS. 
Grand Rapids, Michigan 


Witt1am J. Butter, M.D. 


Rush Medical College, M.D., 1917. Fellow, 
American Medical Association. Member Amer- 
ican Urological Society. 


" [INTELLIGENT treatment requires careful diag- 

nostic study to establish the particular etiologi- 
cal factor in each case of frequency of urination 
and dysuria in women. A complete examination 
of the catheterized urine, including the wet sedi- 
ment and stained sediment, will separate these 
women into two general groups; those with a 
normal urine (Group I) and those with pyuria 
or bacteruria or both (Group II). The diagnos- 
tic procedures and therapy are entirely dif- 
ferent for each group. These women formerly 
gave me no end of worry in my attempts to re- 
lieve them but I no longer hate to see them enter 
the office. The proper study and treatment re- 
duces the so-called bladder neuroses practically 
to the vanishing point. 


Group I are studied for such factors as chronic 
urethritis with habit bladder, chronic interstitial 
cystitis or Hunner ulcer, chronic trigonitis and 
cysts of the bladder neck, stricture of the urethra, 
cystocele and urethrocele, caruncle, etc. The in- 
vestigation consists of (1) inspection and strip- 
ping of the urethra including a stain of any 
urethral secretion obtained, (2) catheterization to 
obtain a clean specimen of bladder urine, (3) 
determination of bladder capacity, (4) calibra- 
tion of the urethra using olivary bougies, (5) 
cystoscopy and urethroscopy, (6) determination 
of residual urine and (7) the use of x-ray stud- 
ies (cystograms and urethrograms) in certain 
cases. It is practically useless in my experience 
to treat this group with oral medicinal therapy 
though this is commonly done. The women 
of this group are frequently told that there is 
nothing wrong with them because of the nega- 
tive urinary findings and are classified as neu- 
rotics, 


*Read before the seventy-second annual meeting of the Michi- 


gan State Medical Society, Grand Rapids, September 28, 1937. 
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Group I—Negative Urine 


The procedure in this group has been pre- 
viously outlined. The essentials of the prelim- 
inary study are careful examination of the 
catheterized urine, calibration of the urethra, 
and determination of the bladder capacity. In 
the presence of cystocele a check for residual 
urine is carried out at once. It has been my ex- 
perience that caruncles only occasionally give 
rise to symptoms and hence they are disregarded 
unless all other findings are negative. Since the 
majority of these frequencies are due to chronic 
urethritis and habit bladder, cystoscopy may be 
omitted at first and urethral and bladder dilata- 
tion instituted for a trial period. If improve- 
ment does not occur after a few treatments, 
bladder observation should be carried out. This 
will often reveal a Hunner ulcer although many 
of these cases also improve on this régime. 

In recent years particular attention has been 
given to bladder capacity which has been found 
to vary from two to ten ounces when the pa- 
tient first comes under observation. After treat- 
ment it will vary from twelve to twenty-four 
ounces. Habit bladder seems to be a very com- 
mon occurrence in the female due to factors 
such as chronic urethritis. Further, it almost 
invariably yields to removal of the etiological 
factor plus hydrostatic dilatation of the blad- 
der. The latter has been particularly stressed 
with excellent results. 


Chronic Urethritis 


Many have written on this topic in the past 
but until the recent emphasis by Folsom, dating 
back about six years, the urologists in general 
paid scant attention to it. The female urethra 
is exposed to contamination with vaginal bac- 
teria, is subject to trauma because of its loca- 
tion, and is often infected by the gonococcus. 
These factors account for the frequency of 
chronic non-specific urethritis in the female. The 
frequency of urination due to the urethral irrita- 
tion naturally occasions reduced bladder capac- 
ity, which I usually term habit bladder. The 
diagnosis is established by cystoscopy and ure- 
throscopy. One commonly finds cysts and poly- 
poid masses at the bladder neck and a granular 
condition of the urethra. The condition may 
be almost assumed to be present in the absence 
of other factors. 

In my hands excellent results have been ob- 
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tained by dilatation of the urethra up to about 
No. 32 F, although some advocate going as high 
as No. 38 F. Better results have been obtained 
since concomitant treatment of the associated 
habit bladder has been carried out. The bladder 
is filled hydrostatically three times at each visit 
with usually an increase in capacity each time. 
The procedure becomes a game with the pa- 
tient and her cooperation is invariably obtained 
By forcing fluids at times and retaining the urine 
as long as possible the patient often hurries the 
improvement. The application of strong silver 
nitrate solutions to the urethra has long been 
recommended but seems to me to be a dubious 
procedure. It usually causes severe and pro- 
longed pain, yields but few dividends, and often 
reduces one’s practice suddenly. 

Too commonly frequency and dysuria are at- 
tributed to pathology of the female pelvis with- 
out adequate urethral and bladder investigation. 
The sequel is failure of the pelvic surgery to 
cure the bladder trouble. 

The importance of the usual foci is stressed 
by many but certainly the cervix should be ex- 
amined very carefully since there is a probability 
of a direct lymphatic connection. In the event 
of failure of therapy, further study is indicated. 
This entails reéxamination for the presence of 
Hunner ulcer and the making of cystograms and 
urethrograms. Occasionally the fulguration of 
the cystic masses at the bladder neck is necessary. 

Hunner Ulcer* 

This must be a fairly common lesion in wom- 
en if I may judge by the number of cases oc- 
curring in my practice. At this time eight cases 
are actively under observation intermittently. 
One must constantly bear it in mind so as to 
not overlook it. The symptoms are similar to 
those of the other conditions in this group ex- 
cept that suprapubic pain is frequently pres- 
ent. The diagnosis is not easy. In fact one 

A. better 
term is chronic intersititial cystitis since the 
actual ulcer in the mucosa is usually tiny and 
difficult to locate. It is often necessary to use 
gas anesthesia and overdilate the bladder before 
the reddish areas or linear streaks are observed 
with the tiny droplets of blood literally sweating 
from their surface. 


of the synonyms is elusive ulcer. 


The accepted treatment is over-distention un- 


“During the past eighteen months my treament for Hunner 
ulcer has been that suggested by Howze; namely the use 
of Ag NOs and nupercaine. 
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der anesthesia and extensive and thorough ful- 
guration of the involved areas. It is ordinarily 
effective. In spite of good opinion to the con- 
trary I have had many good results in the 
milder cases by using weekly dilatations without 
anesthesia. 

Two cases have been observed for twelve 
years with complete and permanent healing on 
this type of management. Removal of all foci 
of infection is fundamental. I have one horrible 
example of an intractable recurrence in a woman 
who at her own insistence had the tonsillar in- 
fection sealed in with diathermy. 

Mention should be made of the recent obser- 
vation of Fister, who, recognizing a similarity 
to lupus erythematosus, achieved a spectacular 
result in one case by the use of intramuscular 
bismuth and intravenous gold sodium thiosul- 
phate. 

Stricture of the Urethra 

Stricture in the female is much more common 
than is ordinarily supposed. It seems to occur 
at all ages and probably is due to gonorrhea and 
trauma. Strictures of the meatus are usually 
congenital. Like Hunner ulcer, they are easily 
missed unless one keeps the possibility in mind. 
The symptoms are similar to those of the pre- 
viously mentioned conditions except that a his- 
tory of straining to void is often obtained. One 
of my patients has had an acute retention three 
times. On the last occasion she came to the 
office with a greatly distended bladder. A trained 
nurse had attempted unsuccessfully to pass a 
soft rubber catheter, and it was necessary to use 
a filiform to get through the stricture. Then 
it was possible to screw on a Phillips catheter 
and relieve her. Dilatations are always slow and 
difficult. The ordinary Hank’s cervical dilators 
make excellent female sounds. The optimum 
interval is about one week. Constant dilatations 
at suitable intervals are necessary just as in the 
male, according to the dictum once a stricture 
always a stricture. However, just as in the male, 
a few crises are required to persuade the patient 
of this fact. After full dilatation is achieved 
the interval is doubled until the maximum inter- 
val possible without contraction is determined. 
Ideally, the patient should report at this interval 
indefinitely. Considerable futile conversation 
has been wasted on such people but at least one 
has an alibi when they return, which they always 
do. Furthermore, when they do return, a series 
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of dilatations is necessary which would be ob- 
viated by periodic visits. Eventually they see 
the light. 

It has seemed to me that some of these women 
possibly suffer from a spasmodic stricture. This 
idea first occurred to me after seeing a school 
teacher of 22 who commonly developed her se- 
vere frequency in the late afternoon when she 
was thoroughly fatigued. When first seen, at- 
tacks of frequency had been going on for six 
months. Some relief was obtained after simple 
catheterization and definite relief after cystos- 
copy using a No. 24 cystoscope. This is a re- 
minder that years ago we would occasionally 
see a patient relieved after cystoscopy without 
realizing just how it occurred. The bladder 
and urethra were negative and the bladder ca- 
pacity was ten ounces. The urethra was dilated 
at weekly intervals to No. 32F with complete 
relief. The bladder capacity increased to twenty 
She has had no trouble for the: past 
eighteen months but has ceased teaching school 
and has been careful about overfatigue. I have 
a nurse under treatment at present who presents 
a similar problem. She invariably develops fre- 
quency when the office work is heavy and she 
becomes nervous and fatigued. It appears to 
me that these women have a urethral spasm 
much as one might have a pylorospasm or tight- 
en up during a golf game. Both of these women 
are of the so-called neurotic type who put every- 
thing they have in intensity into their work. 


ounces. 


Cystocele 


The presence of cystocele does not necessarily 
account for frequency and nocturia. It may be 
responsible at times but probably in a very small 
minority of all cases. I feel rather strongly on 
this point since seeing an aunt of mine who 
still had bladder trouble after a satisfactory 
anterior wall repair. She told me her story 
while visiting in my home and I had the dubious 
privilege of cystoscoping her and finding a Hun- 
ner ulcer. The bladder capacity was only five 
ounces. Proper treatment had been delayed 
about a year. The converse is equally true as 
illustrated by a patient who, after fulguration 
of a Hunner ulcer and cysts of the bladder neck, 
required an anterior wall repair because of a 
three-ounce residual. Residual urine should be 
determined before and after repair just as in the 
Prostatic. Miller makes five films of the blad- 
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der and two of the urethra before and after 
repair and has been able to study and improve 
the functional and anatomical results by means 


of this method. Closer cooperation between 
the gynecologist and the urologist seems desir- 
able in the management of this problem since 
we are only separated here by a thin layer of 
fascia. 

Summary 


The treatment of the common bladder and 
urethral diseases in the female has been out- 
lined. The uncommon causes of frequency and 
dysuria observed include three cases of bladder 
calculus, two cases of carcinoma of the urethra, 
four cases of ureterocele, four cases of diverticu- 
lum of the bladder and numerous cases of carci- 
noma of the bladder. These cases have been 
divided into two general groups: (1) those with 
negative urines, and (2) those with pyuria or 
bacteruria or both. In Group I the treatment 
of chronic urethritis, habit bladder, Hunner ul- 
cer, stricture of the urethra and cystocele is dis- 
cussed. Emphasis is placed on the fact that be- 
cause of the negative urine these patients often 
receive no treatment or are told that they have 
a bladder neurosis. 


Group II—Bladder Infections 


It should always be remembered that bladder 
infections are usually secondary to renal infec- 
tion. They should be divided into bacillary, coc- 
cal and amicrobic pyurias, by means of the 
stained sediment on a catheterized specimen. 
The latter are suggestive of tuberculosis, es- 
pecially in younger women, but if this is ruled 
out they can be successfully treated by the ex- 
cretory antiseptics available today. A few cases 
of bacilluria alone are seen each year, the diag- 
nosis having been missed because the wet sedi- 
ment showed no pus. During the acute phase 
local treatment often increases the distress. 
Therefore rest, hot sitz baths and opium supposi- 
tories plus oral medication are used. Formerly 
it was believed that it was necessary to alkalinize 
the urine in the interest of the patient’s comfort. 
This notion seems to be fallacious since I have 
found that they are just as comfortable on the 
acid side and besides more is being done to con- 
trol the infection. These patients should not be 
discharged on the basis of symptomatic relief but 
solely on the basis of laboratory findings. 

The treatment of these infections has been 
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revolutionized in the past six years by the intro- 
duction of hydrogen ion control, the ketogenic 
diet, mandelic acid, and recently sulfanilamide. 
In older women with damaged kidneys and gen- 
eral intolerance to medication the simplest treat- 
ment to use is ninety to one hundred twenty 
grains of enteric-coated ammonium chloride tab- 
lets daily. This should produce a fairly con- 
stant pH of 5.4 or lower. The patient is 
instructed to avoid citrus fruits, sodium bicar- 
bonate, milk of magnesia and other alkalinizing 
items. The pH should be checked by the 
patient at least twice daily. It seems to be 
easier to teach them to use nitrazine paper 
than any of the other indicators available. If 
the proper acidity is not achieved in forty-eight 
hours the usual answer is that the tablet coating 
is not being dissolved and the tablets are pass- 
ing through intact. They are frequently observed 
in x-ray films. A shift to a liquid preparation 
of the same drug will usually give the desired 
acidity. 

In younger women ammonium chloride is 
given for two days and then ammonium mande- 
late is started and continued for two weeks. 
The ammonium chloride may be given con- 
comitantly and the pH must be checked twice 
daily. The ammonium mandelate may be given 
in an elixir using two drams four times a day 
for a total of 180 grains. More recently it is 
available in tablet form but the ingestion of 24 
to 36 tablets daily looks like a large order to 
the average patient. Frequently casts appear 
in the urine but disappear promptly after cessa- 
tion of the medication. The sediment should be 
checked every few days. If sterilization occurs 
the urine should be checked again in two weeks 
and monthly thereafter for a time. Minor re- 
currences will thus be detected early and are 
much more easily dealt with than the original 
infection. If one wishes to culture the urine as 
a check on cure it can be done simply by allow- 
ing the catheterized urine to stand 24 to 48 
hours at room temperature as suggested by 
Herrold. After two weeks of mandelic therapy 
the ammonium chloride may be continued for 
two or three weeks. Unsuccessful cases should 
have a vacation of at least two weeks before 
having another course of mandelic acid. In the 
interval, fluids may be pushed. 

Within the past several months sulfanilamide 
has assumed an important role in the treatment 
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of these infections. Due to the fact that no 
renal irritation is produced it will probably 
achieve a greater field of applicability than man- 
delic acid. It must be used cautiously for the 
moment because of the other toxic reactions that 
have been described. However, careful control 
of the dosage almost always obviates these diffi- 
culties. One of its outstanding advantages is 
that it is most effective in an alkaline urine. 
Buchtel and Cook, Herrold, and Helmholz have 
recently published articles on its use. Helmholz 
states that it is effective against staphylococcus 
aureus, escherichia coli, aérobacter aérogenes and 
organisms of the proteus and pseudomonas 
groups but not against streptococcus fecalis. At 
the suggestion of Herrold I have been using the 
drug for over a period of five months and the 
results have been very encouraging. 


My respect for this drug was greatly increased 
by the result in a stubborn infection which first 
came under my observation, February, 1936: 


The patient, aged twenty-four, was seen because of 
frequency, nocturia, dysuria, hematuria, and fever. 
The urine showed pus IV and colon bacilli. The 
pyelitis was so severe that she was in the hospital 
for four weeks. The treatment consisted of rest, 
ammonium chloride and salihexin intravenously. The 
excretory pyelograms were negative. One negative 
specimen was obtained after she left the hospital 
but within two weeks the urine was again loaded with 
colon bacilli. On June 22, 1936, she was placed upon 
the ketogenic diet for two weeks and this therapy 
yielded two negative specimens. However, within a 
week the colon bacilli returned as before. During 
the fall of 1936 three pelvic lavages were given with 
excellent temporary results. The next recurrence was 
treated with ammonium mandelate since this was now 
available. Several negative specimens were obtained 
but three weeks later another acute attack of pyelitis 
sent her to the hospital for another four weeks. This 
happened during my absence from the city and she 
was treated by an internist for two months who used 


. mandelic acid again and later a_ bacterial filtrate. 


However, when she came under my care again the 
urine still showed large numbers of colon bacilli. 
About this time I began the use of sulfanilamide and 
she was given thirty grains daily for two weeks. 
The urine became sterile and has remained so for four 
months. This was of more than ordinary importance 
to her since she had married just prior to the initial 
attack and was desirous of having children. It was 
only after the use of sulfanilamide that it was pos- 
sible to permit her to go ahead with this adventure. 
She is still reporting monthly because of this phase 
of the situation. Except for the bladder symptoms 
at the onset and the two febrile periods this patient 
had no symptoms. Treatment was continued solely 
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on the basis of the laboratory findings and this shouid 
be the invariable rule. 


Too much emphasis cannot be placed upon the 
fact that these patients should not be treated 
indefinitely without the use of intravenous or 
retrograde pyelography. Persistence of the in- 
fection beyond four to six weeks necessitates 
study for obstructive and surgical factors. 





Why the National Physicians Committee? 


Being under indictment it was very difficult for the 
American Medical Association to protect itself against 
a barrage of propaganda. As a consequence, independ- 
ent physicians in most large centers throughout the 
United States took it upon themselves to arouse the 
public to the menace of medical regimentation. 


The issue was clarified and public opinion so con- 
gealed by May 17, 1939, that the House of Delegates 
assembled in St. Louis passed a resolution, a part of 
which reads as follows: “The American Medical 
Association would fail in its public trust if it neglected 
to express itself unmistakably and emphatically regard- 
ing any threat to the national health and well-being. 
It must therefore, speaking with professional confi- 
dence, oppose the National Health Bill.” 


Subsequent hearings before the Sub-Committee of 
Education and Labor of the Senate gave evidence of 
such an aroused public opinion that made wholly im- 
practicable the passage of the Wagner National Health 
sill in the last Congress. 

However, it is generally understood that there has 
been no final disposition of this case. The adverse 
propaganda is widespread, possibly even more subtle, 
and constantly tending to break down the confidence 
of the public in organized medicine and the practicing 
physician. All of this is paving the way for drastic 
if not revolutionary changes in our system of medical 
service and the pattern of the independent practice of 
medicine. The story carried in the March 9 issue of 
Liberty Magazine is a case in point. The glaring head- 
lines in newspapers which heralded the decision of 
the Court of Appeals in Washington on March 4 is 
another instance. 


Especial attention should be given to the outright 


misrepresentations in the headlines and text of the 
news item from the New York Times. 


Ultimately this problem will be settled. Unless 
somebody does something about it, it will be settled 
certainly to the detriment of the physicians and to 
the very great detriment of the public. The National 
Physicians’ Committee was brought into being for the 
express purpose, first—of counteracting this systematic 
and sinister propaganda on the one hand and, to the 
extent possible under existing circumstances, make every 
effort to provide the most widespread distribution of 
the most effective medicine that can be provided. 
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Differential Diagnosis 


™" ACTIVE HYPERTHYROIDISM in a young adult 
is perhaps the most readily recognized physiologi- 
cal disorder that we know. A glance at the 
patient cannot fail to suggest the true nature of 
the disease. On the other hand, in patients of 
advanced years with low-grade hyperthyroidism, 
in patients with goiters complicated by other 
medical problems, such as diabetes, tuberculosis, 
or organic heart disease, the diagnosis may tax 
all available clinical and laboratory facilities 
to the utmost. 


Hyperthyroidism may be simulated by any in- 
fectious process, especially by the more chronic 
types of infection such as tuberculosis and undu- 
lant fever. There is a tendency to tachycardia 
and loss of weight. Nervousness and fatigue 
are often prominent symptoms. In borderline 
cases of suspected hyperthyroidism, all possibili- 
ties of chronic infection should be eliminated 
before treatment of the suspected hyperthyroid- 
ism is begun. 


Essential Hypertension—The most difficult 
condition to differentiate from hyperthyroidism is 
severe essential hypertension. Particularly when 
the disease has entered the malignant phase, a 
moderate elevation of the basal metabolic rate is 
a relatively common finding and, in a small per- 
centage of the cases, marked elevations of the 
basal metabolic rate up to plus 50 per cent may be 





*From a paper read at annual meeting of Michigan State 
Medical Society, Grand Rapids, September 21, 1939. 
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present in the complete absence of true hyper- 
thyroidism. 

I have seen a case of malignant hyperten- 
sion in which the basal metabolic rate at bed 
rest in the hospital remained persistently in the 
neighborhood of plus 45 per cent. There was 
no clinical evidence of hyperthyroidism and the 
thyroid was not palpably enlarged. The chief 
complaints were referable to paroxysmal attacks 
of cardiac asthma but no dyspnea was present 
when the patient was at rest and the elevation 
of the basal metabolic rate could not be attrib- 
uted to increased work by the muscles of res- 
piration. In view of the striking and persistent 
elevation of the basal metabolic rate, a total 
ablation of the thyroid gland was performed 
in an attempt to decrease the work of the heart 
and restore its compensation. Every vestige of 
thyroid tissue was removed. Following opera- 
tion the blood pressure remained unchanged but 
the symptoms improved. The basal metabolic 
rate fell to only plus 8 per cent instead of fall- 
ing to the level of from minus 30 to minus 40 
per cent as one would expect in the absence 
of all thyroid tissue. Some months later the 
patient died and the complete absence of the 
thyroid was confirmed at postmortem examina- 
tion. 


It is clear in this case that the patient’s basal 
metabolic rate was elevated by the hypertension 
and that this elevation could be maintained at 
the level of plus 8 per cent even in the absence 
of all thyroid tissue. 


Over a two-year period I studied the basal 
metabolic rates of a large number of patients 
with essential hypertension. Eighteen of these 
cases were found to have elevations of the basal 
metabolic rate of from plus 15 to plus 77 per 
cent, the average of this group being plus 33 
per cent. The symptoms of these patients close- 
ly simulated those of hyperthyroidism. 


An elevation of the basal metabolic rate, 
whether the result of hypertension or of 
thyroid overactivity, must of necessity in- 
crease the requirements of the body for food 
and oxygen. In these cases of hypertension 
with associated hypermetabolism, therefore, 
the appetite may be increased and tachycardia 
may be present. So closely may hypertension 
simulate hyperthyroidism that it is not sur- 
prising to find several patients in this series 
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who had had thyroidectomies performed with- 
out relief of symptoms. 


There are many cases of hypertension in 
which the basal metabolic rate is elevated, the 
history is consistent with hyperthyroidism, and 
the physical findings do not rule out its pres- 
ence. In such cases a high or a normal blood 
cholesterol content is strong evidence against the 
presence of hyperthyroidism. In the final 
analysis, however, the clinical picture is the most 
valuable aid in determining whether a patient 
with hypertension has hyperthyroidism as well. 
It should always be remembered that thyroid- 
ectomy in the presence of hypertension will not 
lower the diastolic blood pressure even if true 
hyperthyroidism is present. 





Cardiac Decompensation.—As I have already 
noted, the basal metabolic rate is frequently ele- 
vated in patients with dyspnea of cardiac origin. 
It is often difficult to determine, in these cases, 
whether or not the cardiac decompensation is 
the result of a “masked” hyperthyroidism. It 
is essential in these cases, unless diagnosis is 
perfectly clear, to recheck the basal metabolic 
rate after cardiac compensation has been re- 
stored by a period of rest in bed and digitaliza- 
tion. If the basal metabolic rate remains ele- 
vated in the absence of dyspnea while at rest, 
then hyperthyroidism presumably is present. 


Neurocirculatory Asthenia.—Occasionally, 
symptoms of neurocirculatory asthenia simulate 
hyperthyroidism so closely that thyroidectomy is 
performed under the mistaken belief that hyper- 
thyroidism is present. The symptoms of neuro- 
circulatory asthenia are unchanged or aggravated 
by such surgery. Although nervousness, palpi- 
tation, tachycardia, and tremor are present in 
neurocirculatory asthenia, the physical findings 
and the basal metabolic rate should facilitate 
the differentiation of the two conditions. 


Neurocirculatory asthenia is a functional dis- 
turbance characterized by its occurrence in an 
unstable type of personality, by the paroxysmal 
nature of the symptomatology, and by the com- 
plete absence of any consistent alterations in 
metabolism. The tachycardia of neurocircula- 
tory asthenia tends to disappear with rest in bed. 
The pulse pressure as a rule is not increased, 
the systolic blood pressure is often low, and the 
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apex impulse of the heart is forceful only dur- 
ing the paroxysms of nervousness. The patient 
may enter the hospital with a forceful tachy- 
cardia of 120 beats per minute and the next 
morning the pulse rate will have fallen to 80. 

The circulatory manifestations of hyperthy- 
roidism are constant rather than paroxysmal. 
The heart is necessarily subjected to a constant 
stimulation as a result of the increased metabolic 
demands. Hence, at bed rest in the hospital, the 
pulse rate of the patient with hyperthyroidism 
will fall slowly in response to the slow decline 
of the basal metabolic rate. The pulse pressure 
is nearly always increased and the systolic blood 
pressure is almost invariably high rather than 
low normal. 

The hands of the patient with neurocircula- 
tory asthenia are almost invariably cold and 
moist in contrast to the warm flushed skin of 
the patient with hyperthyroidism. Tremor, if 
present in neurocirculatory asthenia, is apt to be 
coarser than that seen in hyperthyroidism. The 
appetite in neurocirculatory asthenia is as a rule 
either unchanged or diminished and significant 
loss of weight is absent unless the patient re- 
fuses to eat. 


Psychoses——Major organic psychoses can 
closely simulate hyperthyroidism. [ have 
seen patients with involutional psychoses who 
have had a persistent forceful tachycardia, who 
have lost considerable weight, and whose facial 
expression has closely simulated that of hyper- 
thyroidism. This stimulation of the circulatory 
system and of the mechanism of emotional ex- 
pression arises, no doubt, from the disorientation 
of the mind, and from the inexpressible fear of 
some terrible fate evident to the patient alone. 
In these cases the basal metabolic rate is apt to 
be unreliable and the diagnosis must be deter- 
mined largely by clinical means. 

Patients who are disoriented or delirious 
and who are suspected of having hyperthy- 
roidism should not be subjected to thyroid- 
ectomy until at least two weeks after mental 
Clarity has returned. If the psychosis is due 
to hyperthyroidism, the patient will be apt to 
have a severe or even fatal postoperative thy- 
roid crisis. If the psychosis is not due to 
hyperthyroidism, operation will not help it. 
Patients in psychosis, therefore, are best treat- 
ed by conservative measures. 


Apri, 1940 





HYPERTHYROIDISM—CRILE 


Laboratory Aids to Diagnosis 


Iodine Test—One of the most valuable 
methods of determining the presence of hyper- 
thyroidism in any of the above conditions is the 
therapeutic test with iodine. If hyperthyroidism 
is suspected the patient should be hospitalized 
and kept at rest in bed for a period of three 
days, the basal metabolic rate being determined 
each day, and then discharged. Fifteen minims 
of Lugol’s solution three times daily are given 
for a period of two weeks, after which the pa- 
tient is again admitted for a three-day period 
and the basal metabolic rate again determined 
daily. The pulse rates and blood pressure read- 
ings of the two periods of hospitalization are 
compared, as are the weights and evaluation of 
the severity of the symptoms. If the basal 
metabolic rate has fallen, if the pulse rate is con- 
sistently lower, and if there has been an appre- 
ciable gain in weight and remission of symp- 
toms, thyroidectomy can be advised with every 
prospect of obtaining an excellent result. On 
the other hand, if there is no subjective or ob- 
jective improvement after two weeks of iodine 
therapy in a patient who has previously taken 
no iodine, it is unlikely that thyroidectomy will 
be of any benefit. 


If the patient has been taking iodine continu- 
ously over a long period of time and if it is sus- 
pected that the hyperthyroidism is in partial 
remission as a result of the iodine, the reverse of 
the above procedure can be used. The patient 
continues to take iodine during the initial hos- 
pital stay, and is then discharged without iodine 
for a period of from three to four weeks. An 
exacerbation of the symptoms and signs of hy- 
perthyroidism confirms the presence of the dis- 
ease. 


Basal Metabolic Rate——The basal metabolic 
rate is the most useful laboratory aid in the 
diagnosis of hyperthyroidism. Although there 
are quite a few cases in which basal metabolic 
rate is within the normal limits of from 0 to 
plus 15 per cent, I have never seen a patient 
with active hyperthyroidism, untreated by iodine 
or roentgen therapy, whose basal metabolic rate 
was consistently less than 0 per cent. It is not 
improbable that the occasional patient who has 
active hyperthyroidism and a high normal basal 
metabolic rate is an individual whose basal met- 
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abolic rate prior to the development of hyper- 
thyroidism was below the ordinary figures 
quoted as normal. 


An elevation of the basal metabolic rate does 
not necessarily imply that hyperthyroidism ‘s 
present. Leukemia may cause a striking eleva- 
tion of the basal metabolism, probably as a re- 
sult of the enormous activity of the bone mar- 
row. In certain cases of severe essential hyper- 
tension, the basal metabolic rate may be elevated 
to as high as plus 50 per cent. In the presence 
of dyspnea secondary to cardiac decompensation, 
the increased work performed by the muscles 
of respiration results in an elevation of the basal 
metabolic rate. 


Cholesterol——The blood cholesterol has been 
found to be quite consistently low in patients 
with hyperthyroidism.‘ A low blood cholesterol 
per se is of little or no clinical significance be- 
cause a number of conditions other than hyper- 
thyroidism can influence its level, but the find- 
ing of a fasting high blood cholesterol in a pa- 
tient suspected of having hyperthyroidism is 
strong evidence against the presence of hyper- 
thyroidism. A low blood cholesterol is thus of 
little positive value in proving the presence of 
hyperthyroidism but the finding of a high blood 
cholesterol is of considerable negative value in 
ruling out hyperthyroidism in borderline cases. 


Considerable experimental and clinical investi- 
gation of the blood iodine levels in patients with 
hyperthyroidism has been carried out,’ but the 
findings are too irregular and inconsistent to be 
of clinical value. 


Summary 


1. Severe essential hypertension, major 
psychoses, neurocirculatory asthenia, and cardiac 
decompensation may simulate hyperthyroidism. 


2. The diagnostic value of the basal met- 
abolic rate, or the blood cholesterol level, and 
of the therapeutic test with iodine are discussed. 
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University Hospital, Ann Arbor 
Service of Cyrus C. Sturgis, M.D. 


H. B., No. 443461, aged forty-eight, white, divorced, 
a laborer, was admitted May 5, 1939. 


History.—The patient has been constipated for years 
and has required frequent laxatives. He believes that 
he has passed tarry stools on occasions and that he 
passed a tapeworm five years ago. He frequently has 
abdominal distention but no pain following food inges- 
tion. This is usually relieved by soda. 


In September, 1938, he noticed the onset of numb- 
ness, coldness and tingling sensations in the soles of 
both feet. This gradually spread up to the hip regions 
and was associated with ataxia which was so marked 
that the patient was suspected of being drunk on 
several occasions. Gradually weakness of the back ap- 
peared, and he began to have difficulty sitting up. 
Paresthesias of the hands appeared two months before 
admission. He eats fish only on rare occasions and 
denies eating raw fish. He was treated during Sep- 
tember, 1938, for recurrent gonorrhea with sulfanila- 
mide. Past history and family history are non-con- 
tributory. 


Physical Examination.—Blood pressure 120/90. The 
patient was a well developed, well nourished white 
male. There was no pallor or icterus. The tongue 
appeared normal. Examination of the heart and lungs 
revealed no abnormalities. The spleen and liver were 
not palpable. Vibratory sense was diminished in the 
lower extremities and wrists; sense of position and 
motion was impaired. The gait was_ spastic-ataxic 
and the Romberg sign was positive. Tendon re- 
flexes were hyperactive but equal bilaterally. Abdom- 
inal reflexes were absent. There were positive Bab- 
inski and Chaddock reflexes. 


Laboratory Data—Blood Kahn test for syphilis was 
negative. Urine showed a trace of albumin and 10 
to 15 white blood cells per high power field. Blood 
examination showed hemoglobin, 85 per cent; red blood 
cell count, 4,100,000 per cu. mm.; white blood cell 
count 5,600 per cu. mm. with 44 per cent polymor- 
phonuclear neutrophils, 1 per cent basophils, 10 per 
cent eosinophils, 23 per cent lymphocytes, and 22 
per cent monocytes. The mean corpuscular volume 
was 104 cubic microns. Stool examination showed 
one plus guaiac reaction and Dibothryocephalus latus 
and Strongyloides ova present. Gastric analysis re- 
vealed no free hydrochloric acid after histamine in- 
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jection. Spinal fluid: Pressure, 140 mm. water; cells, 
4 lymphocytes per cubic millimeter; carbolic reaction 


positive; Nonne-Apelt reaction positive; Gold sol, 


1121000000; Globulin, 4+; Protein, 95 mg. per 100 
cc.; Kahn negative. 
hypertrophic arthritis. 


Spine x-rays showed minimal 


Summary of Course in the Hospital—The patient 
has been given 1.0 c.c. Lederle’s liver extract intra- 
muscularly, three times a week. This is his sixteenth 
day of treatment. He is also receiving daily physio- 
therapy. On this regimen the paresthesias are less 
bothersome and the paresis of the lower extremities 
has improved. 


Discussion 


Dr. Cyrus C. Srurcis.—We have one case for pres- 
entation. The patient is on the Neurology Service, and 
he is presented by Dr. Green. 


Dr. Mervin E. Green.—We have the following ad- 
ditional laboratory information: The blood bilirubin 
on May 26, 1939, was 1 mg. per 1,000 c.c. Blood count 
on May 26, reported by Simpson Memorial Institute, 
was as follows: Red blood cells 4,180,000 per cu. mm., 
white blood cells 5,150 per cu. mm.; hemoglobin 88 
per cent, 13.9 grams per 100 c.c. The bone marrow 
was normal as determined by sternal puncture. 


Dr. Sturcis.—Dr. Goldhamer, would you like to 


discuss this case? 


Dr. S. Mitton GoLDHAMER.—This patient presents 
many interesting features of dibothryocephalus latus 
anemia but all of the characteristics which he shows 
responded to those attributed to an individual with 
pernicious anemia. ‘There has been considerable dif- 
ference in opinion as to whether or not the two diseases 
occur coincidentally—that is, pernicious anemia occur- 
ring with infestation or whether the anemia which is 
present is due solely to the intestinal worm. Several 
such cases have been reported. Very little actual 
experimental work has been done except in a few 
instances, where the investigators showed that there 
are two types of anemia which may occur as a result 
of the parasite. One is a hemolytic type of anemia 
which has never been seen clinically but has been pro- 
duced experimentally in animals; and secondly, the 
macrocytic hyperchromic anemia. Clinically the disease 
has been known to occur practically all over the world. 
Those cases reported in this country have all been 
related to the fishing industry or to the migration of 
people from the Baltic area. 

The best summary of this disease was written by 
Birkeland in 1932. In speaking of the biology of the 
worm, he states that there are several names given 
to it but the proper name is diphyllobothrium latum. 
It was first distinguished from teenie in 1603 by 
Glasser and, in 1819, Bremser gave the first accurate 
description of the disease. The anatomy of the organ- 
ism was first described in 1872 by Sommer and Lan- 
dois, who showed that the worm primarily attached 
itself to the intestinal mucosa by its head about mid- 
way in the ileum and that the organ itself showed 
that the younger part of the worm was nearest to the 
head and the older part of the worm was at the tail. 
The worms contain about 3,000 to 5,000 segments. 
The eggs are present about two weeks after the worm 
has become established in the intestine and will die 
within twenty-four to forty-eight hours unless eaten 
by small crustaceans where they differentiate into the 
first stage. The small crustaceans are eaten by fish 
and it is here that the embyro begins to develop and 
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settles in the intestinal tract and then works its way 
into the muscles. The worm usually dies if heated 
above a temperature of 53°, or frozen at a temperature 
greater than -3°C. Curiously enough, many of the 
fish are put in salt and it has been shown that salt 
solution is one of the best mediums in which the 
worm will grow. It has been observed in most re- 
ports that infestation occurs more often in women 
than in men. The reason for this is that in preparing 
fish, a woman will taste it before it is properly cooked. 
This fact is of special significance in the Hebrew race. 


The disease has been divided into two types: those 
individuals having symptoms without anemia, and 
those having symptoms with anemia. The symptoms 
are those pertaining to the central nervous system, 
gastro-intestinal tract, and the blood. Birkeland has 
made a comparison in his paper to show that the course 
of the disease is not exactly like pernicious anemia 
although they have many common features. For in- 
stance, in pernicious anemia, we consider achlorhydria 
in 100 per cent of the cases, whereas in this disease 
it is present in only about 83 per cent and in many 
there is a return of hydrochloric acid, whereas in 
pernicious anemia the hydrochloric acid never reap- 
pears. 


The highest incidence of the disease occurs in the 
third decade of life. However, it does occur below the 
age of thirty years, whereas pernicious anemia is almost 
never present below the age of forty-six. As far as 
the central nervous system changes are concerned, they 
are exactly like those in pernicious anemia. The pa- 
tients have mental symptoms and identical cord symp- 
toms. About 10 to 20 per cent have a glossitis; 
some have severe stomatitis which is rarely seen in per- 
nicious anemia, epigastric distress, cramps, alternat- 
ing diarrhea and constipation. 


In reference to the blood, many cases have been 
reported in which there is no anemia; the anemia, 
when present, is usually of the macrocytic type. Curios- 
ly enough, eosinophilia is seldom noted until after 
treatment. I think one reason why this may occur is 
the fact that when a severe anemia is present there 
is hyperplasia of the red cell forming tissue of the 
bone marrow; it is conceivable that the eosinophilia 
tissue which is present may thus be crowded out. In 
this particular case, the man does have a very mild 
anemia—called anemia because the red blood cells are 
not of normal volume. In speaking about the blood 
in reference to whether normal or not, one no longer 
considers the number of red cells and hemoglobin 
alone but must also consider the red cell volume. 


In the majority of cases the anemia is treated first 
with liver until there is a definite reticulocyte response. 
After the reticulocyte response and the blood returns 
to normal, the patients are then given the medicine 
to remove the worm. There are three reasons sug- 
gested why the anemia is not primarily due to the 
worm. Birkeland states that the anemia is not due 
to the organism because the majority of the patients 
who have the disease do not have an anemia; secondly, 
the patients may die from the anemia even without the 
worm being present. One must remember in this re- 
view, which was published in 1932, that between the 
period 1927 to 1928 there were but few patients treated 
with liver because it had been known only a very 
short time. Lastly, many patients who have the worm 
and anemia, both of which have been eliminated, may 
become reinfected with the worm several years later 
and not get an anemia; or, having the worm removed 
and the anemia disappear, the anemia may recur. The 
only evidences in favor of the organism being the 
cause of the anemia were two cases cited, one with 
the removal of the worm where the anemia disap- 
peared, and, in the second case, where the type of 
anemia was produced experimentally in animals. 


(Continued on Page 269) 
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TRADE OR PROFESSION 


" The Oxford dictionary defines a profession as 

“that which one professes or practices as a 
calling, especially one of the learned or liberal 
vocations ; formerly sharply contrasted with trade 
or business, though the distinction is rapidly 
breaking down.” 

The ruling by the Circuit Court of Appeals 
following the attack of government attorneys up- 
on the American Medical Association and others 
of our colleagues has emphasized this and made 
each of us peculiarly conscious of the breaking 
down of the distinction between a profession 
and a trade. The importance of the situation is 
that the distintegration has been almost wholly 
produced directly and indirectly by members 
of one or another of the professions. 

It is interesting, also, to consider some of the 
causes for the “breaking down” of the distinction 
between the professions and the trades. Un- 
doubtedly, one of the causes is that a few pro- 
fessional men in certain sections of the country 
are tradesmen and have never considered them- 
selves other than tradesmen. They have wished 
to have the encomiums due the true professional 
man and not to carry the responsibility which 
is attendant upon this designation. Although 
realizing these are few in number it must be 
admitted that they have aided the degradation 
of the profession of medicine. 

Other factors include: encroachment by trade 
on our field as in the case of the optometrist, 
reaction by certain groups to losses incurred by 
them because of the adherence by the doctor of 
medicine to a strict code of ethics, failure of cer- 
tain bureaucrats and politicians to evaluate inci- 
dences as to the future rather than to the pres- 
ent, and, of course, many other obvious factors. 

As has been partially indicated, a trade has 
some advantages and some responsibilities which 
are not a part of the professional life. The 
question can be asked: Does the Circuit Court 
of Appeals feel that we should revert to this 
classification and its “code”? Few of us believe 
this. It is much easier to assume that the inter- 
pretation is meant as a means to force the doc- 
tors of the United States to accept and obey with- 
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out question the dictums of a temporary adminis- 
trative policy. Should this be the final decision, 
medicine of the next generation will be a sorry 
spectacle changing its ethics and principles with 
each change of political party in government. 
Until such decision is finally made we shall go 
on as we have for many centuries, striving to 
relieve suffering to the best of our ability in our 
traditional professional manner. 





CHARLES F. McKHANN, M.D. 

" The Medical School of the University of 
Michigan announced the appointment of Dr. 

Charles Fremont McKhann, Associate Professor 

of Pediatrics at Harvard University Medical 








CHARLES F. McKuHAnn, M.D. 


School, to succeed the late David Cowie as Pro- 
fessor of Pediatrics at the University. 

Dr. McKhann was born in Cincinnati, Ohio, 
December 21, 1898. He recéived from Miami 
University his A.B. degree in 1918 and B.S. in 
1920; University of Cincinnati, M.A. in 1921, 
and M.D. at the same University in 1923. For 
the past eleven years he has been Assistant Pro- 
fessor and later Associate Professor of Pedi- 
atrics at the Harvard Medical School, except for 
one year, when he was Visiting Professor of Pe- 
diatrics at Peiping Union Medical College at Pe:- 
ping, China. He was on the Staff of Children’s 
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and Infants’ Hospitals, Deaconess Hospital, 
Haynes Memorial Hospital for Contagious Dis- 
eases in Boston and Cape Cod Hospital in Hy- 
annis, Mass. He is a member of: American 
Medical Association, Massachusetts Medical So- 
ciety, New England Pediatric Society, Society 
Pediatrics Research (Past President), American 
Pediatric Society, American Academy of Pedi- 
atrics, Society for Clinical Investigation, Ameri- 
can Public Health Association. He holds mem- 
bership in three Honorary Societies: Phi Beta 
Kappa, Alpha Omega Alpha and Delta Omega. 
Dr. McKhann is married and has three children. 
He will assume his duties at the University of 
Michigan, September 1, 1940. 

Michigan is fortunate in having a man of his 
ability to head the Department of Pediatrics at 
the University. 





DOCTOR? 
# A story is recalled of the hillbilly sitting un- 

derneath the tree and howling with pain. A 
sympathetic passer-by watched for a few min- 
utes and then said, ‘““What is the matter?” 

The hillbilly replied, “I’m sitting on a tack.” 

Almost every doctor of medicine is howling 
with rage because the quacks use the term 
There are none of the barnacles on the 
ship of Healing Arts who dare to use the degree 
M.D. 

Why not move off the tack? 

Use “M.D.” 


“doctor.” 


on your door and stationery! 





“The adoption of a hobby has done much for many 
doctors in the way of giving them a sense of propor- 
tion in their mental outlook. There are certain sub- 
jects the doctor in his broader life of citizen cannot 
forego without detriment to himself. These are em- 
braced in the category of general literature. World 
history and biography are being retold with the result 
that many excellent and informative books are access- 
ible. To mention only a few would only give the 
writer’s interest: others could prepare a list that would 
be equal or of greater interest. However, the reader 
should not read with the object of storing his mind 
with unrelated facts. He should approach all reading 
matter with the spirit of the critic. One shouid be a 
friendly critic as well as an adverse critic. It is by 
wrestling with facts that one gains intellectual strength 
and obtains a point of view. Facts are the raw mate- 


rial for judgments.”—From “Be a Doctor, Plus,” by 


J. H. Dempster, M.D., Detroit Medical News, Jan. 22, 
1940. 
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(Continued from Page 267) 


Dr. Sturcis.—Dr. Isaacs, would you like to discuss 
the case presented today? 


Dr. RAPHAEL IsAAcs.—There are two interesting 
points in connection with the blood of this patient. 
First, this patient has received liver extract for 16 
days and in this interval he has received enough 
liver extract to last a pernicious anemia patient three 
months. His blood count went up only 80,000 in 
that time. The second point is that the mean corpus- 
cular volume is 105 cubic microns, which means that 
the cells are larger than normal. If the red blood 
cells are larger than normal, one would expect the 
bone marrow to show many megaloblasts as a block 
at the megaloblast stage produces large red blood cells. 
However, the bone marrow here has been reported as 
normal. The red blood cell measurements in this 
case showed about 20 per cent smaller than 7.5 microns, 
about 60 per cent 7.5 microns, and about 20 per cent 
larger. This is in contrast to the normal distribution 
33-34-33 per cent. The most common condition in 
which we get this peculiar distribution of size is in 
chronic kidney disease. It is interesting in this con- 
nection to note that this patient had albuminuria. It 
is possible that the present blood picture may be as- 
sociated with chronic nephropathy and not necessarily 
be connected with the infestation with a fish tapeworm. 


Dr. Sturcis.—I think, in most cases where ova and 
macrocytic anemia occur, they are only coincidental. 
First there is a peak in the incidence of the disease at 
the age of thirty, which is unusual for pernicious 
anemia. : 
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DUTY TO RESPOND TO CALL* 
By L. M. Ford, LL.B. 


The erroneous impression prevails quite ex- 
tensively that because a physician, under the 
law, would be liable for damages resulting from 
his abandonment of a patient, that he is not 
only morally but legally obligated under all cir- 
cumstances to attend the sick when called upon. 
A few cases of this character have found their 
way into courts of justice 


The laity are prone to infer that the duties 
of a physician are analogous to those of the com- 
mon carriers, innkeepers and the like. There is 
in the law no foundation for this impression 
and indeed there are expressed decisions to the 
contrary. 


The law regulating the duty of a physician 
to accept employment was first announced in 
New York in 1891, in the case of Becker vs. 
Janinski, 39 Med. Rec’d 461, wherein Judge 
Pryor, speaking for the bench, laid down the 
rule that a physician may decline to respond to 
the call of a patient unable to compensate him. 
The language of this judge was made the basis 
of a decision in the same state, in the case of 
Harris vs. Woman’s Hospital, decided in June 
of the same year, and reported in 14 N. Y. S. 
881. 


It will be noted that the principle as announced 
in the foregoing decisions makes it optional with 
the physician as to whether he will accept em- 
ployment from a patient unable to compensate 
him. The question then presents itself, would 
the same law also apply in a case where com- 
pensation is assured, in fact offered, at the time 
the services of the physician were sought. 

A precedent has been established in favor of 
the physician by the decision of the Supreme 
Court of Indiana, in Hurley vs. Eddingfield, 59 
N. E. 1058, where it was expressly held that 
not only was there no such obligation resting 
upon the doctor at common law, but also that 
the existence of a statute regulating the practice 
of medicine and granting licenses to those quali- 
fied, did not, by inference, create any such obli- 
gation. In this case, the defendant physician 
had been the decedent’s family physician. The 


_*This article is Part I in the first of a series of authoritative 
discussions on medico-legal problems written by Mr. Ford, at- 


torney for the Medical Protective Company, Wheaton, Illinois. 
Part II of this article will follow in the next issue. 
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decedent became dangerously ill and sent for 
the defendant. The messenger informed the 
physician of the decedent’s violent sickness, ten- 
dered him his fees for his services, and stated 
to him that no other physician was procurable 
in time, and that decedent relied upon him for 
attention. Without any reason whatever the 
physician refused to render aid to the decedent. 
Death ensued, owing to the defendant’s refusal. 
On this statement of facts, the court held that 
the defendant had not been guilty of any wrong- 
ful act, saying: 


“Counsel did not contend that before the enact- 
ment of the law regulating the practice of medicine, 
physicians were bound to render professional services 
to everyone who applied. The act regulating the prac- 
tice of medicine provides for a board of examiners, 
standards of qualifications, examinations, licenses to 
those found qualified, and penalties for practicing 
without such licenses. The act is a preventative, not 
a compulsive measure. In obtaining the state license 
to practice medicine, the state does not require, and 
the licensee does not engage that he will practice at all 
or on other terms that he may choose to accept. 
Counsel’s analogies drawn from the obligation to the 
public on the part of innkeepers, common carriers 
and the like are beside the mark.” 


Right to Discontinue Visits 


Understanding the law then that a physician 
may elect as to whether he will accept employ- 
ment in any given case, what are the relative 
duties of the physician and patient after the phy- 
sician has entered into the employment? 

Where the physician has once taken charge of 
a case, he assumes certain duties with regard 
to his attendance upon the patient which the 
law implies. In this, as in many other instances, 
the law takes cognizance of the relationship be- 
tween the parties and of all the surrounding cir- 
cumstances, and in the absence of any expressed 
agreements between the parties assumes that they 
have dealt with one another on the basis of 
such a contract as justice and reason would dic- 
tate. Accordingly, the law implies that where 
a physician had undertaken treatment, he has 
agreed that he will render such services as the 
advanced state of the profession, in his or similar 
localities, requires and will continue such attend- 
ance so long as the patient requires aid; and 
inasmuch as the law further implies that the 
physician represents himself to have ordinary 
skill in his profession, he is held to the exercise 
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of such ordinary skill and care in determining 
when his visits may be safely discontinued, 
should the physician fail to pay proper regard 
to his obligation and fail to visit the patient as 
frequently as his case demands or cease his at- 
tention at a time when the exercise of his judg- 
ment would demand his continuing attendance, 
he will be held liable in damages resulting from 
such failure. 


By natural inference from a physician’s duty 
to continue his attendance under an implied con- 
tract, it follows that the physician may limit or 
change this duty by an expressed stipulation at 
the time of undertaking the case. The duty to 
continue his attendance as long as the illness 
of the patient lasts only arises when there is no 
expressed understanding between the parties. 
These principles are announced in the case of 
Mucci vs. Houghton, 57 N. W. 305. A brief 
history of the facts in that case is as follows: 
A fracture was sustained by the patient on June 
11. After giving attention to the injury, until 
the 7th day of August, by examining the con- 
dition of the fracture, the cast was removed and 
the surgical attention ceased. The plaintiff 
claimed that when the treatment ceased, the 
injury was not cured, but a false joint developed 
at the point of fracture. In the trial of the 
case the Court instructed the jury in the following 
language, which instructions were approved by 
the Supreme Court: 


“If a physician or surgeon be sent for to attend a 
patient, the effect of his responding to the call, in 
the absence of a special agreement, will be an engage- 
ment to attend the case as long as it needs attention, 
unless he gives notice of his intention to discontinue 
his services, or is dismissed by the patient; and he is 
bound to exercise reasonable and ordinary care and 
skill in determining when he should discontinue his 
treatment and If you find from the evi- 
dence that the condition of the plaintiff’s arm is due 


services. 


to his having been dismissed when he ought not to 
have been dismissed, the defendant would be liable, 
unless the evidence further satisfies you that the de- 
fendant, in dismissing him, if he did dismiss him, 
used ordinary and reasonable care and skill in de- 
termining when to dismiss him; and, if he dismissed 
him under a mistake of judgment, he would be lia- 
ble, and you should hold him liable unless you have 
from the evidence that, in making up his mind when 
to dismiss him he exercised reasonable and ordinary 
care and skill, and had for and took into 
account the well settled rules and principles of medical 
and surgical science.” 


regard 
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Frequency of Visits 


As to the frequency of the visits, which a phy- 
sician should make upon his patient, the physician 
is the sole judge, but in deciding this question 
he must exercise his best judgment, and if he 
is guilty of carelessness or ignorance in allow- 
ing an undue lapse of time between his visits 
he is liable in damages for any injury to the 
patient resulting therefrom. It has been decided 
numerous times that in actions for the collection 
of professional fees, the doctor is the proper 
and sole judge of the necessary frequency of 
his visits, so that in such an action he is not 
required to prove the necessity for his making 
the number of visits that he does make and 
for which he seeks compensation. Conversely, 
he is bound to render as frequent visits as is 
the custom and practice of physicians in good 
standing in the same or similar localities in the 
treatment of the same or similar cases. If, 
however, he is especially requested by the pa- 
tient, who desires to save expense, to make less 
frequent visits than he would otherwise make, 
it is problematical whether this will excuse him 
from liability for any resulting damages from 
the infrequency of his visits, although it is true 
that such conduct on the part of the patient 
would justify him in refusing to further attend. 


Termination of Employment 


A question of prime importance arising on this 
subject is as to when and in what manner attend- 
ance may be terminated. While, as heretofore 
stated, a contract arises immediately upon the 
acceptance of employment to the effect that the 
services of the physician will continue as long 
as needed or until ended by the patient, yet 
the contract is one which may be terminated by 
either party at any time. Neither the physician 
nor his patient is bound to continue their rela- 
tions longer than is pleasing to them, provided 
only that the party desiring to terminate the 
relationship gives the other reasonable notice. 
Thus, in the case of Dashiel vs. Griffith, 35 Atl. 
1094, the court says: 


“In consequence of the illness and death of the 
defendant physician’s father, he was continuously ab- 
sent from his patient and did not see plaintiff until 
after the finger had, on March 2nd, been amputated. If 
the defendant had, in his treatment of the finger, prior 
to the 24th of February exercised reasonable care, 
skill and diligence, and then because of the illness of 
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his father had turned the plaintiff over to Dr. C., 
a competent physician, for further treatment of his 
finger, and the plaintiff refused to go Dr. C. for treat- 
ment, then the liability of the defendant ceased, 
and the plaintiff assumed to herself the conse- 
quence of any injury resulting from the neglect of 
her finger, for it can not be said that the defendant, 
under any and all circumstances, was required to con- 
tinue the treatment of the plaintiff. If he provides for 
further treatment of the patient, in such a manner as 
the defendant did in the case under consideration 


here, he has complied with every reasonable demand 
upon him.” 


It is ordinarily stated that the physician may 
cease his visits without incurring any liability 
for resultant injuries: first, when dismissed by 
the patient; second, upon giving the patient 
timely notice so that he may employ another 
doctor; third, when the condition of the patient 
is such as to no longer require medical treat- 
ment. It is self-evident that where a patient 
dismisses his physician or requests him not to 
call again until sent for, the physician should 
not be responsible for lack of subsequent treat- 
ment, even though at the time of such request 
it was evident to his skilled judgment that the 
patient should have continued under his treat- 
ment, and that there was danger in discontinu- 
ing it. The physician may, however, be re- 
quired to advise the patient of the danger of 
discontinuing treatment. 

In the case of Gedney vs. Kingsley, 16 N. Y. 
S. 792, the plaintiff had injured her arm and 
sent for the defendant. The defendant made 
two visits and then ceased to attend the plaintiff 
at her own request. The court says at page 793: 


“The negligence and unskillfulness of the defendant 
are claimed on two grounds: First, he failed to dis- 
cover the fracture; and second, he failed to continue 
his visits, and let the evil effects of the fracture con- 
tinue until it was too late to restore the fractured 
arm to its normal condition. The evidence on both 
of these questions was contradictory. If the arm was 
so swollen that a complete assurance of the extent 
of the injury could not be discovered by a careful and 
skillful examination, and if the swelling was suffered 
to go on because the defendant was told to wait until 
he was sent for to continue the attendance, the case 
will fail for lack of proof. This was the finding of 
the jury, and the proof is sufficient to uphold the 
verdict. The parties differ in their remembrance of 
the facts. Dr. Haight, who examined the arm before 
the defendant, supports the defendant in his statement 
that the extent of the swelling prevented an examina- 
tion which was needed to discover his fracture. The 
medical experts differ also upon the question whether 


272 





MISCELLANEOUS 


a skillful surgeon ought to have discovered the frac- 
ture, but all agree that the swelling should have been 
reduced, and, if the plaintiff prevented that by recuest- 
ing the defendant to make no other visits, on account 
of the expense, until he was notified, the defendant 
could not properly be blamed for the omission to dili- 
gently look after the case.” 





READING NOTICES 











Parke, Davis & Co. Honored 


The window display of Parke, Davis & Co., Detroit, 
Michigan, representing the first attempt on the part of 
any manufacturer to glorify the professions of medi- 
cine, nursing and pharmacy in a single showing, earned 
an Honorable Mention in the Window Displays Com- 
petition, sponsored by Modern Packaging Magazine, 
during National Pharmacy Week. 


Designed to acquaint the public with the close rela- 
tionship of these three professions, the display fea- 
tures a large centerpiece painting of Florence Night- 
ingale, the first nurse, at work in a Crimean War hos- 
pital Two smaller side pieces show the doctor and 
pharmacist. 

kK * * 


What Every Woman Doesn’t Know 


What Every Woman Doesn’t Know is that psychol- 
ogy is more important than flavoring in persuading 
children to take cod liver oil. Some mothers fail to 
realize, so great is their own distaste for cod liver 
oil, that most babies will not only take the oil if prop- 
erly given but will actually enjoy it. Proof of this 
is seen in orphanages and pediatric hospitals where cod 
liver oil is administered as a food in a matter of fact 
manner, with the result that refusals are rarely en- 
countered. The mother who wrinkles her nose and 
“makes a face” of disgust as she measures out cod 
liver oil is almost certain to set the pattern for sim- 
ilar behavior on the part of her baby. 


Most babies can be taught to take the pure oil if the 
mother looks on it with favor and no unpleasant as- 
sociations are attached to it. If the mother herself takes 
some of the oil, the child is further encouraged 


On account of its higher potency in Vitamins A and 
D, Mead’s Cod Liver Oil Fortified with Percomorph 
Liver Oil may be given in one-third the ordinary cod 
liver oil dosage, and is particularly desirable in cases 
of fat intolerance. 

x * x 


The value of Pyrethrum in Scabies is well estab- 
lished through the clinical work of Dr. S. E. Sweitzer 
(Scabies, further observations on its treatment with 
Pyrethrum Ointment, Journal-Lancet, Sept. 1936, Vol. 
LVI, No. 9, p. 467), who used it on 1,213 cases at the 
Minneapolis General Hospital. See 
page 290. 


advertisement, 
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OPPORTUNITY KNOCKS 
AT YOUR FRONT DOOR 


Physicians of Ann Arbor, Battle Creek-Kala- 
mazoo, Flint, Grand Rapids, Lansing-Jackson, 
Mount Clemens, Saginaw, Traverse City-Manis- 
tee, Cadillac-Petoskey, and surrounding. terri- 
tory: at your very front door, the best postgrad- 
uate program in the country is being brought to 
you! 

Beginning April 8, the following subjects have 
been selected for the extramural courses, spon- 
sored by the Michigan State Medical Society, 
the University of Michigan Postgraduate Depart- 
ment, and Wayne University College of Medi- 
cine : 


Gastric Diseases 
Obscure Fever 


Diagnosis and Treatment of Common Anal 
and Rectal Diseases 


The Management of the Arteriosclerotic- 
obese Patient 


Relations of General Practice to Industrial 
Health 


Leukorrhea 


Multiple Sclerosis 


Short, intensive courses in Detroit and Ann 
Arbor are available through the spring and sum- 
mer months in the subjects of Allergy, Anatomy, 
Diseases of Blood and Blood-forming Organs, 
Diseases of the Heart, Electrocardiographic 
Diagnosis, Neuropsychiatry, Nutritional and En- 
docrine Problems, Ophthalmology and Otolaryn- 
gology, Special Pathology of Neoplasms, Pathol- 
ogy of Female Genito-Urinary Organs, Special 
Pathology of the Eye, Special Pathology of the 
Ear, Nose and Throat, Pediatrics, Proctology, 
Roentgenology, Urology. 


The Summer Session Courses run from June 
24 to August 16. 

lor programs and further information write 
the Department of Postgraduate Medicine, Uni- 
versity Hospital, Ann Arbor, Michigan. 


Apri, 1940 


PRIVILEGED COMMUNICATION 


Michigan’s law makes mandatory the privi- 
leged communication between physician and pa- 
tient. The object of the statute is to prevent 
the abuse of the confidential relation existing be- 
tween the physician and his patient, and is for 
the protection of the patient; it enables persons to 
secure medical aid without betrayal of confi- 
dence. 


Section 14,216 of the Compiled Laws of 1929 
reads as follows: 


“Physician-Patient Privilege. No person duly au- 
thorized to practice medicine or surgery shall be al- 
lowed to disclose any information which he may have 
acquired in attending any patient in his professional 
character, and which information was necessary to 
enable him to prescribe for such patient as a physician, 
Provided, 
however, That in case such patient shall bring an 


action against any defendant to recover for any per- 


or to do any act for him as a surgeon: 


sonal injuries, or for any malpractice, if such plain- 


tiff shall produce any physician as a witness in his 
own behalf, who has treated him for such injury, or 
for any disease or condition, with reference to which 
such malpractice is alleged, he shall be deemed to 
have waived the privilege hereinbefore provided for, 
as to any or all other physicians, who may have treated 
him for such injuries, disease or condition: Provided 
further, That after the decease of such patient, in 
a contest upon the question of admitting the will of 
such patient to probate, the heirs at law of such 
patient, whether proponents or contestants of his will, 
shall be deemed to be personal representatives of such 
deceased patient for the purpose of waiving the privi- 
lege hereinbefore created.” 


The information here referred to is not con- 
fined to communications made by the patient to 
the physician, but the law protects, with the veil 
of privilege, whatever, in order to enable the phy- 
sician to prescribe, was disclosed to any of his 
senses, and which in any way was brought to his 
knowledge for that purpose. All disclosures 
made by the patient to the physician respecting 
his ailments are privileged, whether they are 
necessary to enable the doctor to prescribe for 
him as a physician or not. 
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Law Not in Force When Patient Consents 
to a Disclosure 


This statute merely establishes a privilege, 
which must be claimed before the testimony is 
admitted, or it is waived. Furthermore, this 
statute is of no force when the patient consents 
to a disclosure. 


In the special Michigan Act providing for the 
protection of the reputation and good name of 
certain persons, such as unmarried pregnant 
women, Section 12,720 specifically provides pun- 
ishment by a fine of not less than $25.00 nor 
more than $100.00 plus costs for the violation of 
confidence by the physician and certain others 
who have access to the records of the case. 


Unprivileged Communication 


The privilege does not cover information not 
necessary to enable the doctor to prescribe for 
the patient. 


A physician may testify that he is the family 
physician of a patient and as to the number and 
dates of his professional visits. 


Information to a physician relative to violation 
of the Michigan Narcotic Drug Act is not 
deemed to be a privileged communication (Sec- 
tion 9,234-18). 

Under Michigan’s marriage law, any person 
who has been afflicted with syphilis or gonorrhea 
and has not been cured, who shall marry, shall 
be deemed guilty of a felony. In all such cases 
any physician who has attended or prescribed 
for any husband or wife for either of the dis- 
eases above mentioned shall be compelled to tes- 
tify to any facts found by him from such at- 
tendance (Section 12,695). 





MALPRACTICE—SUBSTITUTE 
FOR EXPERT TESTIMONY 


It is a commonplace that, in malpractice ac- 
tions against physicians, the plaintiff has no hope 
of recovery unless he is able to produce an ex- 
pert medical witness to testify that the defend- 
ant’s conduct was a departure from the method 
of treatment generally prevalent among skilled 
practitioners in the community, and so consti- 
tuted malpractice. And it is equally well known 
that, save on rare occasions, such expert witness- 
es are not available to the plaintiff. Yet, from 
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time to time, cases occur in which the circum- 
stances and the ingenuity of counsel enable the 
plaintiff to overcome his difficulties—‘In the 
Courts,” Amer. Jour. Med. Juris., July, 1939, 





DUTY TO RESPOND TO CALL 


A question frequently asked is whether a doc- 
tor of medicine is legally compelled to accept a 
call to render professional services. 


There is no law, state or federal, that compels 
anyone to accept work or render services against 
his will. This opinion has been backed by the 
Michigan Attorney General, as well as by the 
Michigan State Board of Registration in Medi- 
cine. 


If a doctor of medicine accepts a patient, 
however, or promises to render services, he is 
responsible until such time as he discharges him- 
self or is discharged by the patient, parent or 
guardian. 


An illuminating article on this subject, written 
by a specialist in medico-legal jurisprudence, be- 
gins in this issue of THE JOURNAL. Know the 
law, for your own protection. 





MICHIGAN PHYSICIANS DONATING 
OVER $28,000,000 IN MEDICAL CARE 


Based on the estimate of the New Jersey Med- 
ical Society that each doctor of medicine donates 
approximately $4,000 in medical services per an- 
num to persons unable to pay for same, Michi- 
gan physicians, numbering 6,129, will contribute 
in 1940 at least $24,516,000. 


To this staggering total can be added the 50 
per cent discount given to governmental agencies 
for the care of “wards of the State” which, 


- based on the anticipated case-load in 1940, rep- 


resents an additional $3,500,000. A grand total 
of $28,016,000 is the voluntary contribution to 
charity by our Michigan doctors of medicine. 





AMERICAN COLLEGE OF SURGEONS 
Detroit-Ann Arbor Sectional Meetings 


A medical educational event of supreme im- 
portance to the profession and the public will be 
the coming Detroit-Ann Arbor Sectional Meeting 
of the American College of Surgeons. The par- 


Jour. M.S.M.S. 
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ticipating states and province will be Michigan, 
Ohio, Indiana, Illinois, Wisconsin, and Ontario. 
A long list of brilliant and authoritative speakers 
from all parts of the country will officiate at and 
address the various sessions. The dates of the 
meeting are April 1, 2 and 3. Headquarters will 
be at the Hotel Statler where many of the ses- 
sions will be held. Additional program features 
will attract the visitors to the medical schools 
and a number of the local hospitals to observe 
operation and demonstrations. 

Those directing the arrangements are eager to 
have the benefits of this meeting shared by the 
entire medical and hospital personnel of Michi- 
gan, as well as by the public. The meeting will 
constitute, in effect, a compressed postgraduate 
course in the latest developments in medicine and 
surgery, and recent trends in medical thought, 
that no Michigan physician, even though he does 
not do surgery, can afford to miss. 

The final session of the conference will be 
meeting on Health Conservation in the audito- 
rium of the Masonic Temple, Wednesday, April 
3at 8:00 P. M. This will be open to the general 
public and the addresses of the evening will be 
such as will be not only interesting but profitable 


PERFECTION 
VAGINAL 
TAMPON 


PERFECTION VAGINAL TAMPON 
(Medicated) is a safe, rational and up-to- 
date applicator for the topical medication 
of the vaginal and cer- 
vical mucosa. 





ONE DOZEN 
$2.00 
Medication Only 
Box of 50 — $2.00 
a 
Wool Only 
Box of 50 — $2.00 


Each Tampon con- 
tains: Ichthammol 10 
grains, Glycerite of 
Boroglycerin g.s. It is 
an individual applica- 
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and the College hopes that the immense auditori- 
um will be packed to capacity. Advance in mod- 
ern surgery will receive prominent attention as 
will the cure of cancer and other subjects in 
which the profession and laity are both vitally in- 
terested. 





PRINCIPLES OF MEDICAL ETHICS 
The Physician’s Responsibility 


Section 1—A profession has for its prime object the 
service it can render to humanity; reward or financial 
gain should be a subordinate consideration. The prac- 
tice of medicine is a profession. In choosing this pro- 
fession an individual assumes an obligation to conduct 
himself in accord with its ideals. 


Groups and Clinics 


Section 2.—The ethical principles actuating and gov- 
erning a group or clinic are exactly the same as those 
applicable to the individual. As a group or clinic is 
composed of individual doctors, each of whom, whether 
employer, employee or partner, is subject to the prin- 
ciples of ethics herein elaborated, the uniting into a 
business or professional organization does not relieve 
them either individually or as a group from the obli- 
gation they assume when entering the profession. 
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tor complete with medicated suppository 
and compressed Tampon of lamb’s wool 
designed for easy introduction in a single 
operation. Moisture-resistant cord makes 
for easy removal. 


PERFECTION VAGINAL TAMPON 
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NEW SALES TAX REGULATIONS 


The Michigan State Board of Tax Adminis- 
tration issued new rules and regulations for the 
general Sales Tax, on March 1, 1940. 

The status of physicians, surgeons and dentists 
is covered in Rule 61: 


“Physicians, surgeons, dentists, veterinarians, or 
other practitioners of the healing arts not otherwise 
specifically provided for in these regulations are 
deemed to be engaged in rendering personal services 
which are not taxable. 

“Sales of drugs, medications, instruments, laboratory 
or other furniture and fixtures, and other tangible per- 
sonal property to such persons for their use in the 
course of rendering personal services, or in connection 
with their offices, laboratory or other similar quarters, 
are taxable.” 


Pharmacists are instructed to charge a tax of 
50 per.cent of the normal tax charged for pre- 
scriptions, half of the pharmacist’s time being 
considered a professional service. Rule 57 reads 
as follows: 


“Pharmacists are considered to be persons, who, for 
the protection of public health, are designated by state 
statute as qualified through education, training and 
experience to engage in the business of compounding 
and filling prescriptions, and who by state statute be- 
come professionally responsible for the accuracy of 
such compounding and filling, said prescriptions being 
written only by physicians and other practitioners of 
the healing arts who by state statute are permitted to 
write such prescription. 

“Where licensed pharmacists fill such prescriptions 
for sale to ultimate consumers, such pharmacists shall 
be deemed to be selling tangible personal property at 
retail while rendering professional services, in which 
case the tax will apply to fifty per cent of the amount 
charged for such prescription, providing a record shall 
be kept in the taxpayer’s place .of business showing 
the date the prescription was issued, the name of the 
person who issued it, the name of the person for whose 
consumption it was issued, the contents of the for- 
mula prescribed, and the amount charged to the con- 
sumer. This information may appear either in the 
form of the original prescription attached to a sub- 
stantial record in chronological order or in a tran- 
scribed record in the same order, such records to be 
kept for a period of four years; further provided 
that the sale of drugs without such prescription, or 
of appliances or other property, to consumers whether 
or not sold by prescription, is taxable at the full sale 
price.” 
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STERILIZATION OF MENTAL 
DEFECTIVES 


Since 1923, Michigan has had a law on its stat- 
ute books “to prevent the procreation and _ in- 
crease in number of feeble-minded, insane and 
epileptic persons, idiots, imbeciles, moral degen- 
erates, and sexual perverts, likely to become a 
menace to society or wards of the State.” 


The present statute (Sections 6645 to 6656), 
passed by the 1929 Legislature, gives jurisdic- 
tion to the probate court to hear and determine 
cases relating to sterilization of mental defec- 
tives. 

Sterilization is permitted in two ways: (a) by 
consent; (b) by court order. 

Whenever a defective person is of the age of 
sixteen years or more and not otherwise incapa- 
ble of giving consent, such operation or treat- 
ment may be performed upon obtaining a con- 
sent in writing, signed by such defective person, 
together with a similar consent in writing signed 
by his or her legal guardian, and also by one 
next of kin. 


The father, mother, husband, wife, brother, 
sister, child or guardian of a mentally defective 
person, the medical superintendent, director of 
any state institution, the State Social Welfare 
Commission, any sheriff or superintendent of the 
poor, or supervisor of any township, may peti- 
tion the probate court of any county in which 
a mentally defective person resides or in which 
may be located any state institution having the 
mentally defective person’s care, for an order 
directing treatment or operation of vasectomy, 


‘salpingectomy, or other operation or treatment. 


The law sets out specific requirements of pro- 
cedure which must be substantially complied 
with, to make the court order legal. If the court 
deems it necessary or if such defective person 
or any relative or legal guardian so demands, a 
jury shall be summoned to determine the ques- 
tions of fact. 

The court shall appoint two physicians to in- 
vestigate and examine the mental and physical 
condition and personal and family history of the 
defective, and report same to the court with 


Jour. M.S.M.S. 
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These weight curves of premature infants, made from 
hospital records*, show the consistent gain in weight 
that is typical of small twins and prematures fed on 
Similac. The fact that Similac is well tolerated and 
well utilized even by the immature digestive tract of 
the premature, demonstrates how fully this food 
meets the exacting nutritional requirements of infants 
deprived, either wholly or in part, of mother’s milk. 
Similac nourishes dependably from birth until 


weaning. 
*Name of hospital on request. 
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opinions as to whether the person is defective 
within the meaning and intent of the law. 

The expense of the operation or treatment, 
together with the physicians’ fees and all other 
expenses incurred in connection with such pro- 
ceeding, is a proper charge against the State 
of Michigan. The law provides that such opera- 
tions or treatments shall be performed by the 
regular surgeon of the state institution wherever 
possible ; and when not so performed, the liabil- 
ity of the State for surgeons’ fees and other ex- 
penses including care shall in no one case exceed 
the sum of $50.00. 

“No surgeon performing an operation or pro- 
viding treatment under the provisions of this 
Act shall be held liable either criminally or civilly 
on account thereof, except only in case of negli- 
gence in the performance of such operation,” 
states Section 6654 of the Public Acts of 1929. 





NEW CONDITIONS 


Propaganda coming into widespread use has adverse- 
ly affected the status of the physician and altered the 
viewpoint and the attitude of the patient. 


The future of American Medicine will be determined 
by the manner in which the doctors face and respond 
to this new challenge and new responsibility. 

If the ethical and scientific standards are to be main- 
tained, the independence of American Medicine pre- 
served, and the public interest best served, American 
physicians must: 

1. Make possible the providing of medical service to 
the indigent and those in the low income groups, and 
insure the most widespread distribution of the most 
effective methods and equipment in medicine and 
surgery. 

2. Assume the responsibility of countering destruc- 
tive propaganda by familiarizing the public with the 
facts in connection with the methods and the achieve- 
ments of American Medicine. 

To meet these needs the National Physicians’ Com- 
mittee for the Extension of Medical Service came into 
being. 

Initially it will advocate: 

1. The maintenance of independent private medical 
practice. 

2. The preservation and extension of our independent 


- hospital system. 


3. The centralization of all Health Services of Fed- 
eral and State governments. 

4. The determination of health requirements on the 
basis of locally gathered and locally interpreted data 
and the utilizing of grants-in-aid only under conditions 
of locally demonstrated needs. 

5. Control and disbursement of public health funds 
by administrators locally appointed or locally elected. 


This committee will, to the fullest possible extent 
within the abilities and resources, familiarize the gen- 
eral public with its program and policies through— 


1. The daily, weekly and trade papers. 

2. Magazines—radio—public meetings. ; 

3. The cooperation and services of other agencies 
or organized groups—which can aid effectively in pro- 
moting the objectives sought—National Physicians 
Committee for the Extension of Medical Service 


Jour. M.S.M.S. 
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James Douglas Crane, of Ishpeming, Michigan, was 
born April 22, 1892, in St. Mary’s County, Maryland. 
He was graduated from the University of Maryland in 
1914. Early in 1917 he joined the United States Army 
Medical Corps, having spent fifteen months in a base 
hospital over seas, with the rank of Captain. Dr. 
Crane was a member of the staff of Ishpeming Hos- 
pital from July, 1919, to the time of his death on De- 
cember 18, 1939. He was also Chief of the Staff of 
the Cleveland Cliffs Medical Department. 


* * * 


John B. Dibble, of Detroit, Michigan, was born in 
Ohio City, Ohio, in 1894, and took his pre-medical 
work at the University of Michigan and was grad- 
uated from Wayne University College of Medicine in 
1920. Florence Crittenton Hospital in its modern home 
in a monument to Dr. Dibble, where he was chief of 
the division of obstetrics and gynecology. He was also 
on the Harper Hospital staff and instructor in his 
specialty at Wayne University College of Medicine. He 
died on February 8, 1940. 


* * * 


Walter MacCracken, Detroit, Michigan, was born in 
Albion, N. Y., January 27, 1870. Dr. MacCracken re- 
ceived his medical degree from the University of Louis- 
ville. He was Dean Emeritus of the Medical College 
of Wayne University, Detroit. He died March 3, 1940. 


* * * 


Robert D. MacKenzie, Detroit, Michigan, was born 
in Toronto, Ontario, Aug. 16, 1891, and was graduated 
from Toronto University in 1914. Dr. MacKenzie 
served two years in the World War as a Medical Offi- 
cer. He was wounded in 1917 at Passchendaele and 
was awarded the Military Cross for bravery in action. 
He died Jan. 28, 1940. 


Emil P. W. Richter, Saginaw, Michigan, was born in 
Saginaw, February 10, 1875, and received his medical 
instruction in the universities of Vienna, Paris, Ber- 
lin and New York. During the World War, he served 
two years with the American Expeditionary forces 
and was a lieutenant-colonel in the medical reserve 
corps. Dr. Richter died on December 21, 1939. 


* * 


_ Glenn Wiley Stockwell, Detroit, Michigan, was born 
in Birmingham, Michigan, October 29, 1879, and was 
graduated from the Detroit College of Medicine in 
1903. Dr. Stockwell was on the Surgical Staff of Har- 
per Hospital. He was also surgeon for the Detroit 
Fire Department and Grand Trunk Railroad for thirty 


years. He died February 19, 1940. 
x *k x 


Charles M. Watson, Lansing, Michigan, was born on 
a tarm east of Holt in Delhi township, on August 9, 
1859. He attended the University of Michigan and ob- 
tained his medical degree from the Hahnemann Med- 
ical school in Chicago. Dr. Watson was the oldest 
Practitioner in Lansing. He died February 16, 1940. 


Aprit, 1940 





CARDIAC 


DIASTOLE - SYSTOLE 


RHYTHM 


Prompt strengthening of contractions and 
maintenance of cardiac rhythm with 
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Bay County: The Auxiliary met at the home of Mrs. 
E. S. Huckins for their regular monthly meeting on 
January 10, with twenty-nine members present. 

Dr. L. Fernald Foster gave a very interesting and 
instructive talk on “Michigan Medical Service.” 





Genesee County: The Auxiliary enjoyed a luncheon, 
February 28 at the Dresden Hotel, with forty-two pres- 
ent. 

Mrs. Gordon Willoughby, president of the Auxiliary, 
gave a brief résumé of the Safety Council meeting 
which she attended with Mrs. J. H. Curtin and Mrs. 
J. A. Macksood, calling attention to the “Adult Pedes- 
trian Safety” program being emphasized in Flint at 
present. 

Mrs. Wm. Hubbard introduced the guest speaker, 
Mrs. Arthur Kretchmar, who gave a comprehensive 
picture of “Six Years in Africa.” 

Mrs. M. S. Chambers was chairman of the program 
and serving with her was Mrs. A. Dale Kirk, Mrs. J. 
Houston of Swartz Creek and Mrs. N. A. C. Andrews 
of Flushing. 

Mrs. Willoughby announced the committee in charge 
of arrangements for a Spring Dance: Mrs. Lafon 
Jones, chairman, assisted by Mrs. G. Goering, Mrs. Al- 
vin Thompson, Mrs. George Curry, Mrs. A. McArthur 
and Mrs. Kenneth Moore. 





Houghton, Baraga, Keweenaw: The Auxiliary met 
at the Douglass House, January 2, at dinner, followed 
by a business session. 

The retiring officers, Mrs. L. E. Coffin, president, Mrs. 
I. D. Stern, president-elect, Mrs. T. P. Wickliffe, vice- 
president, Mrs. Paul Sloan, secretary-treasurer, are suc- 
ceeded for 1940 by Mrs. Stern, president, Mrs. Wick- 
liffe, president-elect, Mrs. J. Burke, vice- president, Mrs. 
Paul Sloan, secretary-treasurer. 

A review of outstanding activities of 1939 included a 
tea given in October for the benefit of the Sanatorium. 
The generous support of the public made possible the 
raising of a fund of $175 to supply extra comforts 
for the patients. 

A Christmas party held at the home of Mrs. Wick- 
liffe of Calumet terminated the year’s activities. On 
this occasion a typewriter was donated for the use of 
the Orthopedic school, and a small sum was raised 
by individual contribution to purchase other needed sup- 
plies for the school. The members each brought a gift 
in the form of a toy to the party, these gifts being 
turned over to the Salvation Army for distribution at 
Christmas time. 

Plans for activities of the ensuing year were dis- 
cussed, and committees were appointed as follows: 
Mrs. Coffin, program; Mrs. LaBine, social chairman; 
Mrs. Levine, public relations; Mrs. Cooper, publicity. 





Kalamazoo County: Mrs. L. G. Christian of Lansing, 
state president, spoke to the Woman’s Auxiliary to the 
Kalamazoo Academy of Medicine at the February meet- 
ing, on the program for the Auxiliaries, stressing the 
importance of accurate medical information by doctors’ 
wives. She suggested that talks given by competent 
medical men on subjects of interest to the public might 
be sponsored by the Auxiliary in an effort to acquaint 
the lay people with present medical problems. Mrs. 
H. L. French, state secretary, Lansing, and Mrs. A. 
Howard Pirie, Montreal, were also honor guests at the 
meeting. 
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At dinner in the Green Room of the Civic Theater, 
forty-six members and guests were present. 


After the dinner and business meeting, Dr. H. ¢ 
Bodmer showed his colored movies of trips taken in 
Guatemala and Hawaii. 

The hostesses for the evening were, Mrs. R. T. Ful- 
ler, Mrs. W. D. Irwin, Mrs. A. S. Youngs, Mrs. L. 
W. Gerstner, Mrs. Paul Fuller, Mrs. L. E. Westcott 
and Mrs. J. G. Malone. 





Kent Connty: The members of the Auxiliary greatly 
enjoyed the book review, “I Ran Away to Sea at Fifty” 
by Mary Sheridan Fahnestock, given by Mrs. Leland 
McKinlay. It is the tale of a grandmother who goes 
on an ocean trip with her two sons, surveying the 
coasts of Borneo and Tahiti from the after deck of 
the sixty-five foot schooner “Director.” 


Mrs. Lucian Griffith, the membership chairman, in- 
troduced the new members, who are: Mrs. J. Russell 
Brink, Mrs. Harold J. Damstra, Mrs. W. J. Haeck, 
Mrs. Ralph Gilbert, Mrs. Stephen Hallander, Mrs. 
Jerome Webber, and Mrs. J. Donald Flynn. 


A Valentine Tea followed with Mrs. Virgil Stover 
and Mrs. C. Allen Payne in charge. 





Monroe County: The Auxiliary and Medical Society 
held a joint dinner meeting at the Park Hotel on Feb- 
ruary 15, when Mr. Lee A White of the Detroit News 
talked on “What Can We Believe?” 





Van Buren County: The Auxiliary was organized 
just a year ago, but we have held our meetings reg- 
ularly each month, having pot luck dinners and three 
joint dinners with the Doctors. 


At Christmas time we each took a name from the 
Infirmary and sent a gift box. 

We hope to accomplish many worth while things 
during the coming year. 





Washtenaw County: The annual dinner meeting ol 
the Medical Society and Woman’s Auxiliary was held 
February 13 at the Michigan Union. 

Miss Margarita Johnson, daughter of Dr. and Mrs. 
L. J. Johnson, gave two solo dances. Mr. Lee A White 
of the Detroit News editorial staff gave a stimulating 


_address on “What Can We Believe?” 





IVayne County: The February meeting was held on 
February 9 in Alger Center, the group adjourning later 
to the club house for tea. Mrs. James McEvoy, chair- 
man of the Detroit Branch of the Maternal Health 
League of Michigan and vice president of the Maternal 
Health League of Michigan, spoke on “Maternal Care 
in conjunction with the showing of the picture, “Why 
Let Them Die?” Mrs. Howard Doub and Mrs, Rich- 
ard Connelly were hostesses at the tea which followed. 

On February 23 the Ways and Means Committee 
gave a Bridge-Tea and Bake Sale at the headquarters 
for the benefit of the Auxiliary’s Student Loan Fund. 
Hostesses for this occasion were Mrs. Roger V. 
Walker, chairman of the Ways and Means Committee, 
and her committee. It was a most delightful and suc- 
cessful affair. 


Jour. M.S.M.S. 

















SILVER PICRATE 
Veit 


HAS SHOWN A CONVINCING RECORD* OF 
EFFECTIVENESS IN ACUTE ANTERIOR URETHRITIS 


due to Neisseria gonorrheae e Trichomonas vaginalis 
Monilia albicans 


Silver Picrate is a crystalline compound of silver in definite chemical 
combination with picric acid. Dosage form for use in anterior urethritis: 
Wyeth’s Silver Picrate Crystals in an aqueous solution of 0.5 percent. 


Supplied at all pharmacies in vials of 2 grams 


Complete literature on Silver Picrate as used in genitourinary and 
gynecological practice will be mailed on request. 


*‘Treatment of Acute Anterior Urethritis with Silver Picrate,” Knight and Shelanski, AMERICAN JOURNAL 
OF SYPHILIS, GONORRHEA AND VENEREAL DISEASES, Vol. 23, No. 2, pages 201-206, March, 1939. 








JOHN WYETH & BROTHER, INCORPORATED, PHILADELPHIA, PA. 














THANK YOU, DOCTOR. 
HAVE A STICK OF 
BEFORE You GO. | <“Peged; 4 SOMETHING WE ALL 


you'LL FIND IT 


VERY REFRESHING Doctor— 


here is how 


CHEWING GUM 


helps you send 
your patients away 
with a good taste 
in their mouths 


The offer of a wholesome stick of 
delicious Chewing Gum along 
with a cheery “Goodbye” literally 
and figuratively does the trick. 





And aside from the good will 
value of chewing gum, doctor, as you know, it exercises the teeth, 
helps cleanse and brighten them and is a refreshing pleasure. Try it. 


U-70 


The National Association of Chewing Gum Manufacturers, Rosebank, Staten Island, New York 
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INFANT, MATERNAL DEATHS 
REACH NEW LOW IN 1939 

Provisional statistics released by the Bureau of Rec- 
ords and Statistics show that 1939 was the safest year 
in the history of Michigan for babies to be born, and 
safest also for their mothers. 

New low records were established in infant and ma- 
ternal mortality. For the first time deaths of mothers 
from causes connected with childbirth dropped below 
3 per 1,000 live births The 1939 maternal mortality 
rate was 2.91 compared with the 1938 rate of 3.56. 

The new infant mortality record was 41.97 deaths per 
1,000 live births. This was the third successive year 
that a new low infant mortality mark had been set. 

Last year 94,432 babies were born, compared with 
96,962 in 1938. The birth rate of 18.52 was a slight 
decline, but with the exception of 1938 it was still 
higher than it had been any year since 1930. 

The general death rate in 1939 was 10.20 per 1,000 
population, an increase from the 1938 rate of 9.94. 
Deaths for 1939 totalled 52,017; those for 1938 totalled 
50,678. 

Marriages in 1939 were 25 per cent ahead of 1938 
figures, although still about 10,000 short of the 1935 
and 1936 totals. There were 37,698 marriages in 1939 
compared with 30,105 in 1938. 





POSITIVE V.D. REPORTS 
GO TO LOCAL HEALTH OFFICERS 

Copies of reports of positive findings of syphilis and 
gonorrhea will be sent by Michigan Department of 
Health laboratories to the full time health officers con- 
cerned, according to a policy recently announced by 
the state commissioner of health. 

This policy will enable health officers to maintain 
a more accurate check on the incidence of venereal 
disease in their jurisdiction and to codperate with doc- 
tors in the follow-up of lapsed cases. These reports 
will be considered confidential closed records by the 
local health officer. This action was in accordance with 
a recommendation of the Syphilis Control Committee 
of the State Medical Society and was approved by the 
Society’s Council. 





PAUL JESERICH, D.D5S. 
APPOINTED TO COUNCIL 

Paul H. Jeserich, A.B., D.D.S., Ann Arbor, was ap- 
pointed on February 7 by Governor Dickinson as a 
member of the State Council of Health for the term 
ending June 30, 1945. Doctor Jeserich succeeds Dr. 
Carleton Dean of Charlevoix, who resigned recently 
to become deputy state health commissioner. 

Dr. Jeserich is president of the Michigan State Den- 
tal Society. 
the University of Michigan School of Dentistry, during 
the past year he has had the added responsibility of 
supervising plans, construction and equipment of the 
new W. K. Kellogg Foundation Institute of Graduate 
and Postgraduate Dentistry which is to be dedicated 
April 3. Dr. Jeserich is a fellow of the American Col- 
lege of Dentists and member of the Judicial Council 
and the Council on Therapeutics of the American Den- 
tal Association. 





AMPLE PERTUSSIS VACCINE 
IS NOW AVAILABLE 

An ample supply of pertussis vaccine (Kendrick) is 
now available for the use of physicians. This vaccine 
may be obtained free upon request to the local biologic 
distributing stations of the Michigan Department of 
Health. The Department laboratories have built up 


a reserve supply of vaccine sufficient to immunize 10,000 
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As director of postgraduate education at, 


children. Local distributing stations may obtain suff- 
cient supplies of vaccine to meet all requests. 

Whooping cough vaccination is recommended for all 
children from three months of age up to their fifth 
birthday. With the coming of the spring months and 
their usual high incidence of whooping cough, it js 
expected that physicians will require increased amounts 
of vaccine. Last year 8,997 cases of whooping cough 
were reported in Michigan. This was a considerable 
decrease from the 14,563 cases reported in the previous 
year. January was the peak month in 1939, but from 
700 to 900 cases were reported each month from March 
through August. 





RABID ANIMALS 
PROVE COSTLY MENACE 


The threat of rabies is costing Michigan approxi- 
mately $200,000 annually for the production of vaccine 
and the medical care of persons bitten by supposedly 
rabid animals, it has been estimated. In addition to 
this the State Department of Agriculture recently de- 
clared that boards of supervisors were making annual 
expenditures of $125,000 to pay for livestock losses 
due to rabid animals, 

The Michigan Department of Health is spending 
more than $18,000 for the production of rabies vaccine 
alone. This cost is higher than that for the produc- 
tion of smallpox and diphtheria biologics combined. 

The Department laboratories report a current increase 
in specimens received for diagnosis. Approximately 100 
were received during February, 75 per cent of these 
showing positive indications of rabies. The February 
specimens were twice those received in January. A 
total of 287 heads were received for examination dur- 
ing the first six months of the fiscal year. Six counties 
are now under quarantine for rabies, the Department 
of Agriculture has announced. 

Recently the State Council of Health adopted a 
new regulation requiring that “whenever a suspected 
case of human rabies or death following administration 
of prophylactic vaccine comes to autopsy, the person 
making the autopsy shall be responsible for immediately 
transferring a portion of the brain and spinal cord to 
the State Laboratories in Lansing for pathological ex- 
amination and animal inoculation. A history of the case 
shall accompany the specimen.” 





HEALTH OFFICER CHANGES 


Dr. L. W. Switzer, director of the Mason-Manistee 
Health Department since 1936, will become director 
of the recently-organized Cass County Health Depart- 
ment, effective April 1. 

Dr. James A. Dolce, who has been serving as direc- 
tor of the Sanilac County Health Department, has re- 
signed as of March 1 to accept an appointment with the 
United States Public Health Service. Dr. Frank J. 
Hill, who is completing his postgraduate training in 
public health administration at Yale University, will 
succeed Dr. Dolce as director of the Sanilac County 
Health Department. Later at a date yet to be an- 
nounced, Dr. Hill will become the new director of the 
Mason-Manistee Health Department. Dr. Lloyd 
Gaston, who is on leave of absence for post-graduate 
study, will return this spring to resume his position as 
director of the Sanilac County Health Department. 

Dr. Wallace M. Chapman, who has been engaged in 
county health work in Kentucky for the past five years, 
has been appointed as health officer for District No. 3 
Health Department, including the counties of Antrim, 
Charlevoix, Emmet and Otsego. Dr. Chapman suc- 
ceeds Dr. Carleton Dean, who resigned to accept the 
position as deputy state health commissioner. 


Jour. M.S.M.S. 
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| DISEASES OF THE RECTUM 


Ferguson-Droste-Ferguson Sanitarium 


+ 



































Ward S. Ferguson, M. D. James C. Droste, M. D. Lynn A. Ferguson, M. D. 


+ 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


+ 


Sanitarium Hotel Accommodations 




















PAUSE...AT THE 
FAMILIAR 
RED 
COOLER 





Drink 


Delicious and 


Refreshing 


COPYRIGHT 1939, THE COCA-COLA COMPANY 
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100 Per Cent Club for 1940 

Ingham County Medical Society 

Livingston County Medical Society 

Manistee County Medical Society 

Menominee County Medical Society 

Muskegon County Medical Society 

Newaygo County Medical Society 

Tuscola County Medical Society 

The above seven progressive and wide-awake 
County Medical Societies have each certified dues 
for 100 per cent of their physicians who were 
members in 1939. Is your Society one of the oth- 
er forty-seven with only one or more unpaid 
members ? 











L. G. Christian, M.D., Lansing, addressed the Char- 
lotte Kiwanis Club on February 27. 


* * X 


President Burton R. Corbus, M.D., Grand Rapids, ap- 
peared on the program of the Ottawa County Medical 


Society on March 5. 
- 


The American Public Health Association will hold 
its sixty-ninth Annual Meeting in Detroit at the Hotel 
Statler, October 8 to 11. 

xk * x 


Wilfrid Haughey, M.D., Battle Creek, addressed the 
Southwestern Michigan Society of X-Ray Technicians 
at Kalamazoo on March 20. 


* * * 


Don W. Gudakunst, M.D., former State Health Com- 
missioner of Michigan, has accepted the position of 
Medical Director of the National Foundation for In- 
fantile Paralysis with offices in New York City. 


* * * 


The United States Pharmacopeial Convention will 
hold its next meeting at Washington, D. C., beginning 
May 14, 1940. The Revision of the Pharmacopeeia of 
the United States of America is the purpose of the 


Convention. 
*k KO O* 


Harrison S. Collist, M.D., Grand Rapids, member of 
the Public Relations Committee of the State Society, 
addressed the Allegan, Berrien and Kent County Medi- 
cal Societies in February, and the Barry, Ionia-Mont- 
calm, Kalamazoo and Ottawa County Medical Societies 


in March. 
k ok x 


A clinicosurgical week under the direction of The 
Mayo Foundation will be held at Rochester, Minnesota, 
May 6 to 11, inclusive. A series of surgical clinics and 
discussions will be presented with particular emphasis 
on the treatment of cancer. Visiting physicians are 


invited to attend. 
x kK x 


The following Health Talks were released by the 
MSMS Radio Committee for Broadcast over Radio 
Station CKLW during March: March 1—7:30 p. m— 
“Cancer is Curable,” by Harry C. Saltzstein, M.D., De- 
troit 

March &8—7:30 p. m.—“Mental Health,” by John M. 
Dorsey, M.D., Detroit 

March 15—7:30 p. m.—Luther Leader, M.D., Detroit, 
“Exercise of the Middle-Aged.” 
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All members of the Michigan State Medical Society 
are cordially invited to attend the annual Ingham Coun- 
ty Clinic which will be held at the Hotel Olds, Lan- 
sing, May 2, 1940. The program promises to be ex- 
ceptionally worthwhile with such men as Henry M,. 
Goodyear, M.D., Cincinnati; W. Calhoun Stirling, \I.D,; 
Reed M. Nesbitt, M.D., Ann Arbor; and Arly Barnes, 
M.D., Rochester, Minnesota, listed among those who 
will speak. 


x * * 
. ° aeere Detroit, Book-Cadillac Hotel! 
- 2S errr, September 25, 26, 27, 1940! 
. ss ee 75th (Diamond) Convention of the 


Michigan State Medical Society 


Make your plans now to attend. Sixty-five (65) emi- 
inent essayists and clinicians will bring you the latest 
in medical science. Detroit offers an unlimited variety 
of entertainment for you and your family. Write for 
hotel reservations today. 


* * * 


The Iodized Salt Committee, at a meeting on March 
6, 1940, adopted the following Resolution. 

“The Iodized Salt Committee of the Michigan State 
Medical Society expresses its deep appreciation of the 
initiative of Dr. David Murray Cowie in organizing 
the Committee and his inspiring activity in stimulating 
its successful functioning. 

“It expresses further its sense of loss in his depart- 
ure and extends to his family its sincere condolence.” 


* * * 


Allan W. McDonald, M.D., Detroit, President-Elect 
of the Wayne County Medical Society, has been chosen 
General Chairman on Detroit Arrangements in connec- 
tion with the 1940 Convention of the Michigan State 
Medical Society. Wesley G. Reid, M.D., Detroit, has 
been selected as Chairman of the Golf Committee which 
will make arrangements for the Fourth Annual MSMS 
Golf Tournament. 


* * * 


The American College of Physicians held its Twenty- 
fourth Annual Session in Cleveland, April 1 to 5. 
Michigan physicians who appeared on the program in- 
cluded James D. Bruce, M.D., Ann Arbor; Henry 
Field, Jr.. M.D., Ann Arbor; Daniel Foster, M.D., De- 
troit; Raphael Isaacs, M.D., Ann Arbor; John G. Ma- 
teer, M.D., Detroit; Carey P. McCord, M.D., Detroit; 
Wm. D. Robinson, M.D., Ann Arbor; F. J. Smith, M.D., 
Detroit; Cyrus C. Sturgis, M.D., Ann Arbor; and Frank 


‘N. Wilson, M.D., Ann Arbor. James D. Bruce, M.D., 


Ann Arbor, will assume the office of President at the 
session, succeeding O. H. Perry Pepper, M.D., of Phila- 
delphia. Henry R. Carstens, M.D., Detroit, is a mem- 
ber of the Board of Governors. 


* * * 


The Annual Pediatrics Postgraduate Course, a part 
of the Semi-annual Conferences for Physicians, was 
held in Detroit April 1, 2, 3, 1940. This course was 
sponsored by the Wayne County Medical Society, De- 
troit Department of Health, University of Michigan, 
Michigan State Medical Society, Wayne University Col- 
lege of Medicine, American Academy of Pediatrics, 
Detroit Tuberculosis Sanatorium, Inc., and the Michi- 
gan Department of Health. 

Speakers on the program included W. C. C. Cole, 
M.D., Harry Towsley, M.D., D. J. Barnes, M.D., P. J. 


Jour. M.S.M.>». 


























GRAYBAR BLDG. 


OR safety and reliability use composite Radon seeds in your 
cases requiring interstitial radiation. The Composite Radon 
Seed is the only type of metal Radon Seed having smooth, 
round, non-cutting ends. In this type of seed, illustrated 
here highly magnified, Radon is under gas-tight, leak-proof 
seal. Composite Platinum (or Gold) Radon Seeds and 
loading-slot instruments for their implantation are available 
to you exclusively through us. Inquire and order by mail, 
or preferably by telegraph, reversing charges. 


THE RADIUM EMANATION 


Telephone MO 4-6455 





CORPORATION 


NEW YORK, N. Y. 

















DENIKE SANITARIUM, Inc. 


Established 1893 





EXCLUSIVELY for the TREATMENT 
OF 
ACUTE and CHRONIC ALCOHOLISM 


Complete information can be 
secured by calling 


Cadillac 2670 
or by writing to 
1571 East Jefferson Avenue 
DETROIT 


A. JAMES DENIKE, M.D. 
Medical Superintendent 
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LABORATORY APPARATUS 


Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 


«BIOLOGICALS - 











Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 
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319 SUPERIOR ST., TOLEDO, OHIO 



























Howard, M.D., Brenton Hamil, M.D., John Law, M.D., 
Lee Vincent, M.D., H. O. Davidson, M.D., J. A. Johns- 
ton, M.D., Thomas B. Cooley, M.D., Saul Rosenzweig, 
M. D.., Benjamin Carey, M.D., James L. Wilson, M.D., 
S. Jernstein, M.D., Edgar E. Martmer, M.D., and 
Grover C. Penberthy, M.D. 


“ - 


COUNCIL AND COMMITTEE MEETINGS 


1. Wednesday, February 28—Child Welfare Commit- 
tee—School for the Blind, Lansing—1:00 p. m. 

2. Thursday, February 29—Syphilis Control Commit- 
tee—Hotel Olds, Lansing—5 :00 p. m. 

3. Sunday, March 10—Syphilis Control Committee— 
Hotel Olds, Lansing—3:00 p. m. 

4. Thursday, March 21—Executive Committee of 
The Council—Hotel Porter, Lansing, 3:00 p. m. 

* * * 


The American Board of Internal Medicine announces 
that it will conduct its next oral examinations just pre- 
vious to the meeting of the American College of Physi- 
cians in Cleveland and just in advance of the meeting 
of the American Medical Association in New York 
City. Applicants who have successfully passed the 
written examination and who plan to take the oral ex- 
amination in 1940, should inform the office of the Sec- 
retary, William S. Middleton, M.D., 1301 University 
Avenue, Madison, Wisconsin, at least six weeks in ad- 
vance of the date of the examination they desire to 
take. The next written examination for 1940 will be 
given on October 21. Applications must be filed in the 
Secretary’s office by September 1. 

* * x 


Doctor, Remember your particular 


friends, the ex- 
hibitors, at your annual convention, 


when you have 


gla 0 Wa | 


ame 


refined luxury, thoughtful service, and 


choice location delight the discrit 


COUNTY AND PERSONAL ACTIVITIES 


Drake as an address of distinction. Here 





need of equipment, appliances, medicinal supplies, and 
service. Here are ten more of the firms which helped 
make the 1939 Convention such a great success: 


Mead Johnson & Company, Evansville, Indiana 
Medical Arts Surgical Supply Company, Grand Rapids, Mich. 
igan 

Medical Case History Bureau, New York City 

Medical Protective Company, Wheaton, Illinois 

Medical Supply Corporation of Detroit, Detroit, Michigan 
The Mennen Company, Newark, New Jersey 
Merck & Company, Rahway, New Jersey 
Wm. S. Merrell Company, Cincinnati, Ohio 
Michigan Magnetic Mineral Water Co., St. 


ichi Louis, 
Michigan Society for Group Hospitalization 


Michigan 
*x* * * 


The Eighth American Scientific Congress will be held 
in Washington, D. C., on May 10 to 18, 1940. The 
Congress is composed of eleven sections, namely, An- 
thropological Sciences, Biological Sciences, Geological 


Sciences, Agriculture and Conservation, Public Health 
and Medicine, Physical and Chemical Sciences, Statis- 
tics, History and Geography, International Law, Public 


Law and Jurisprudence, Economics and Sociology and 
Education. The subjects which will be discussed by 
the Section on Public Health and Medicine include: 
Nutrition, Tuberculosis, Cancer, Chemotherapy, Dis- 
eases of the Heart, Rehabilitation of Physically Han- 
dicapped Children, and Tropical and Other Diseases. 
The Congress is attended by representatives of all the 
Republics of the Western Hemisphere. Past Congresses 
have been held in Buenos Aires, 1898; in Montevideo, 
1901; Rio de Janeiro, 1905; Santiago de Chile, 1908; 
Washington, 1915-16; Lima, 1924-25; and Mexico City, 
1935. 


* * * 


The Michigan 
and Surgeons will hold its annual meeting in Grand 
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Association of Industrial Physicians 
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Rapids, Michigan, on April 17, 1940, beginning with 
luncheon at noon at the Pantlind Hotel. 


PROGRAM 
1:00 p.m.-5 :00 p.m. 
“Silicosis—Wisconsin Plan” 

E:cston L. Betxnap, M.D., Milwaukee, Wisconsin 
“Injection Treatment of Hernia” 

FREDERICK W. Stose, M.D., Chicago, Illinois 
“Operative Treatment of Hernia” 

CuestER McVay, M.D., University of Michigan 
“Integration of Industrial Medicine with Hygiene’”’ 

KennetH E. Marxuson, M.D., Director, Bureau of Indus- 
trial Hygiene, Michigan Department of Health 
“Nerve Injuries” 
E. S. Gurpyran, M.D., Detroit 
5:00 p.m.-6:00 p.m. 
Business Session followed by a Social Hour. 
Annual Dinner—6:30 p.m. 
President’s Address: 
“Low Back Pain”’ 
Paut Macnuson, M.D., Associate Professor of Surgery, 
Northwestern University Medical School, Chicago, Illinois 

For further information write J. DUANE MILLER, 
M.D., Secretary, Medical Arts Bldg., Grand Rapids, 
Michigan. 

* * x 

Field Representatives in Cancer, Child Welfare, and 
Maternal Health are sponsored by the Michigan State 
Medical Society and the State Department of Health. 
These physicians have been working in various parts 
of the State.. The following counties have been visited 
recently : 

Clifford H. Keene, M.D., Field Representative in 
Cancer. January 3 to 7, inclusive, Newaygo County; 
January 8 to 12, inclusive, Gratiot-Isabella-Clare Coun- 
ties; January 19, Newaygo County Child Health Com- 
mittee; January 29 to 31, inclusive, St. Joseph County; 
February 5 to 9, inclusive, Cass County; February 12 to 
16, inclusive, Berrien County; February 19 to 23, in- 
clusive, Van Buren County; February 26 to March 1, 
inclusive, Allegan County; March 4 to 8, inclusive, 
Branch County; March 11 to 13, inclusive, Kent Coun- 
ty; March 14 and 15, Ottawa County; March 18 to 22, 
inclusive, Huron-Sanilac Counties; March 25 to 29, in- 
clusive, St. Clair County; April 1 to 3, inclusive, Amer- 
ican College of Surgeons in Detroit. 

Warren E. Wheeler, M.D., Field Representative in 
Pediatrics. Flint and Genesee Counties, December 4, 
1939, to February 10; Ottawa County, February 12 to 


16. 

Alexander M. Campbell, M.D., Maternal Health 
Consultant. During the months of January and Feb- 
tuary, 1940, Doctor Campbell visited Barry, Eaton, Van 
Buren, Hillsdale, Allegan, Calhoun, and Branch Coun- 
ties. On April 1, Doctor Campbell will visit Ingham 
County. 

Clair E. Fulsome, M.D., Field Representative in Ob- 
stetrics. Week of January 8 in Monroe County, except 
January 11, when he addressed a group in Lenawee 
County. Week of January 15 in Tuscola County; week 
ot January 22 in Sanilac County; week of January 29 
in St. Clair County; week of February 5 in Macomb 
County ; week of February 12 in Lapeer County; week 
of February 19 in Clinton County; week of February 
2 in Montcalm County; week of March 4 in Gratiot 
County; week of March 11 in Ionia County; week of 
March 18 in St. Joseph and Cass Counties; week of 
March 25 in Clare, Gladwin, Arenac Counties; weeks 
ot April 8 and April 15 in Saginaw County; week of 
April 22 in Isabella County; week of April 29 in Mid- 
land County; and week of May 6 in Mecosta and Os- 
ceola Counties. 

x x x 


ELOISE HOSPITAL 
POSTGRADUATE CLINIC 


A Postgraduate Clinic for General Practitioners 
will be presented by Eloise Hospital, Psychiatric Divi- 
sion, Wednesday, April 24, 1940. 

A national survey, made a few weeks ago, showed 


1940 
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COUNTY AND PERSONAL ACTIVITIES 





















ABDOMINAL BELTS 
TRUSSES 
ELASTIC HOSIERY 


Advantages of Model 
Illustrated at the Left 


. Life like, walks as naturally 
as the human leg. 


. Durable and serviceable. 
. Comfort-soft socket. 

. All ball bearing joints. 
. Automatic knee control. 


. Hip control belt (Shoulder 
straps no longer necessary). 


. Sponge rubber foot. 


8. Materials, workmanship and 
fitting guaranteed. 

Write or phone us, a repre- 
sentative will call on you. 


30 YEARS SERVICE 
TO THE MEDICAL PROFESSION 


E. H. ROWLEY CO., E. H. ROWLEY CO. 
of Grand Rapids, Inc. 1504 Broadway 
120 S. Division S. Detroit 
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COUNTY AND PERSONAL ACTIVITIES 





that practically 50 per cent of the average doctor’s 








practice involved nervous and mental problems.  eal- 
gq 4u worth while laboratory exam- izing this, Eloise Hospital, Psychiatric Division, offers 
its first Postgraduate Clinic, planned particularly for 
inations; including— the general practitioner of medicine. Acknot 
There will be an avoidance of theoretical discussions column 
’ . . and technical terminology, and every attempt will be of po 
Tissue Diagnosis made to promote a day of practical value to those ™ 
engaged in general practice. . 
The Wassermann and Kahn Tests The whole purpose of this educational venture js cLIN 
Blood Chemistry to demonstrate to the medical man outside the specialty gi 
of Psychiatry that there is much in the field of value H 
Bacteriology and Clinical Pathology to him; that the subject-matter can be presented in L 
. such a way as to be easily assimilated, and in a form 
Basal Metabolism whereby it will be of practical service to him in the Bu 
ne more satisfactory and successful practice of medicine. mate 
Aschheim-Zondek Pregnancy Test No charge will be made. Meals will be arranged and | 
Intravenous Therapy with rest rooms for at cost. Reservations should be made by April 22. selec 
Patients. Plan to come for part or all of the day. are 
The program of the day as arranged by Martin used 
Electrocardiograms H. Hoffmann, M.D., Clinical Director, and under the “Gas 


supervision of Thomas K. Gruber, M.D., Superinten- 
dent, is as follows: 


Central Laboratory SE nega Introduction—Dr. THomas K. GrvuBer. - 


9:15—Therapy of Late Syphilis—Dr. Water H. Sogutres. 


e ° 10:00—The Management of the Nervous Patient—Dr. Roscoe 
Oliver W. Lohr, M.D., Director W. CAvELt. 
11:00—Early Recognition of Mental Illness. (Stressing early 
537 Millard St. symptoms and manifestations of all types.)—Dr. Mitton 
- . ERIcKson. 
Saginaw AE sor - ‘ =" 

_ 1:30—Movies and Demonstration of Shock Treatment. 

Phone, Dial 2-3893 2:00—The Physician’s Problems with Relatives of Mental 


Patients—Dr. Louis S. LipscuutTz. 











The pathologist in direction is recognized 3:00—Shock Therapies—Dr. Martin H. Horrmann. j 
by the Council on Medical Education ee Tiness—Dx. Momus C. Becxwitt. 0 \ 
and Hospitals of the A. M. A. 6:00—Dinner. } 
7:30—Personality and Emotional Components of Physical III- a 
ness—Dr. Henry A. Luce. an 
* x &* wh 
. COUNTY MEDICAL SOCIETY MEETINGS _ 
86c out of each $1.00 gross income B . Fel a + a ee 
unad fer aumbaes Genalle _ Bay County—February 28—Bay City—Speaker: Dan- 
iel P. Foster, M.D., Detroit 
PHYSICIANS CASUALTY ASSOCIATION Calhoun County—March 6—Battle Creek—Program: 
PHYSICIANS HEALTH ASSOCIATION Journal Club—R. L. Mustard, M.D., A. A. Humphrey, 


M.D., and L. E. Verity, M.D., Battle Creek 

Dickinson-Iron—February 9—Iron Mountain—David 
Cleveland, M.D., Milwaukee 

Gratiot-I sabella-Clare—February 15—Alma 
L. Fernald Foster, M.D., Bay City 

Ingham County—February 20—Lansing—Speaker: 








HOSPITAL 


ACCIDENT 
ACCIDEN} \ Insurance 





Speaker: 











, al , = J. A. Johnston, M.D., Detroit 
For ethical practitioners exclusively Jackson County—February 20—Jackson—Speaker: 
(50,000 Policies in Force) F. Janney Smith, M.D., Detroit 
a. For Kent County—February 14—Grand Rapids—Speaker : 
LIBERAL HOSPITAL EXPENSE $10.00 Leon C. Bosch, M.D., Grand Rapids; February 28— 
COVERAGE r Grand Rapids—Speaker: Cameron Haight, M.D., Ann 
ee Arbor 

$5,000.00 ACCIDENTAL DEATH ll » SoD McCh omg Tg oe Lake—Speaker : 

25. kly i ity, acci ick . _ » M.D. — 
$25.00 weekly indemnity, accident and sickness per year St. Clair County—February 23—Port Huron—Special 





—_ . Meeting—Speakers: Henry R. Carstens, M.D., A. S. 
$10,000.00 ACCIDENTAL DEATH ~ $66.00 Brunk, M.D., Detroit, L. Fernald Foster, M.D., Bay 
$50.00 weekly indemnity, accident and sickness ear wen City, Messrs. Wm. J. Burns and J. D. Laux. 
= Wayne County—March 4—Detroit—Speaker: Madge 

or Thurlow Macklin, M.D., London, Ontario. 
$15,000.00 ACCIDENTAL DEATH } $99.00 M it Phetecie 8 "atone: Hess. M.D. Chi- 
$75.00 weekly indemnity, accident and sickness Marc , Vetrol peaker: julius mess, .\. 

per year cago 


March 18, Detroit—Joint Session with Detroit Bar 








38 years under the same management 


Associati 
$1,850,000 INVESTED ASSETS March 25, Detroit—Speaker: Frederick A. Coller, 
$9,000,000 PAID FOR CLAIMS M.D., Ann Arbor. 


*x* * * 
$200,000 deposited with State of Nebraska for pro- 


tection of our members. New County Seciety Olivers 





Disability need not be incurred in line of duty—benefits Houghton-Baraga-Keweenaw 
from the beginning day of disability. President—C. A. Cooper, M. Ds. Hancock 
; 7 President-Elect—A. C. Roche, M.D., Calumet ; 
. Send for applications, Doctor, te Secretary-Treasurer—P. S. Sloan, M.D., Trimountain 
400 First National Bank Building Omaha, Nebraska Delegate—J. R. Kirton, M.D., Calumet 
Alternate Delegate—Alfred LaBine, M.D., Houghton 





m Jour. M.S.M.S. 
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THE DOCTOR’S LIBRARY 














[THE DOCTOR'S LIBRARY 


Acknowledgement of all books received will be made in this 
column and this will be deemed by us a full compensation 
of those sending them. A selection will be made for review, 
as expedient. 








CLINICAL ROENTGENOLOGY OF THE ALIMENTARY 
TRACT. By Jacob Buckstein, M.D., Visiting Roentgenolo- 
gist (Alimentary Tract Division), Bellevue Hospital, New 
York City; Consultant in Gastro-Enterology, Central Islip 
Hospital. With 525 Original Illustrations. Philadelphia and 
London: W. B. Saunders Company, 1940. Price: $10.00. 


Buckstein has made use of the enormous clinical 
material at Bellevue Hospital, New York, to portray 
and discuss this subject in a very complete form. The 
selection of illustrations and the reproduction of them 
are exceptional. Many condensed case reports are 
used to clarify the subject-matter. The section on 
“Gastric Ulcer” would make an excellent monograph. 





MANUAL OF DERMATOLOGY. By Carroll S. Wright, B.S., 
M.D., Professor of Dermatology and Syphilology, Temple 
University School of Medicine; Associate Professor of 
Dermatology and Syphilology, Graduate School of Medicine, 
University of Pennsylvania; Fellow of the College of Phy- 
sicians of Philadelphia; Member of the American Derma- 
tological Association, American Academy of Dermatology, 
Society for Investigative Dermatology; Consulting Derma- 
tologist, Temple University Hospital, Phialdelphia Municipal 
Hospital, Shriners’ Hospital, Widener Home for Crippled 
Children, Elwyn Training School, Pennsylvania Institute for 
the Blind. Philadelphia: The Blakiston Company, 1940. 
Price: $4.00. 


Wright, a former Michigan man, has compiled in 
a handy volume the latest information on diagnosis 


and treatment of practically all the skin conditions 
which the general practitioner might encounter. The 








Cook County 
Graduate School of Medicine 


(In affiliation with COOK COUNTY HOSPITAL) 
Incorporated Not for Profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks Intensive Course in Surgical 
Technique with practice on living tissue every two 
weeks. General Courses One, Two, Three and Six 
Months; Clinical Course; Special Courses. 

MEDICINE—Two Weeks Intensive Course starting 
June 3, 1940. Two Weeks Course Gastro-Enterology 
starting June 17, 1940. Two Weeks Course Electro- 
cardiography and Heart Disease starting August 5, 
19 


40. 

FRACTURES AND TRAUMATIC SURGERY—Ten 
Day Intensive Course starting April 22, 1940. In- 
formal Course every week. 

GYNECOLOGY—Two Weeks Course April 22, 1940. 
One Week Personal Course Vaginal Approach to Pel- 
vic Surgery, April 8, 1940. 

OBSTETRICS—Two Weeks Course April 8, 1940. In- 
formal Course every week. 

OTOLARYNGOLOGY—Two Weeks Course 
April 8, 1940. Informal Course every week. 

OPHTHALMOLOGY—Two Weeks Course starting April 
22, 1940. Informal Course every week. 

CYSTOSCOPY—tTen Day Practical Course rotary every 
two weeks. One Month and Two Weeks Courses in 
Urology every two weeks. 

ROENTGENOLOGY-—Special Courses X-Ray Interpre- 
tation, Fluoroscopy, Deep X-Ray Therapy every week. 


General, Intensive and Special Courses in 
All Branches of Medicine, Surgery and the 
Specialties. 
TEACHING FACULTY—ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 


Address: Registrar, 427 South Honore Street, 
Chicago, Illinois 
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A DOCTOR SAYS: 


“While one might feel secure that 
t the facts and testimony would be 
| sufficient to convince a jury, still ju- 
1 ries are only juries, and like the 
weather they sometimes will fool 
i Vou. 
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WAUKESHA SPRINGS SANITARIUM 











WAUKESHA SPRINGS 
SANITARIUM 


For the Care and Treatment of 
Nervous Diseases 





Building Absolutely Fireproof 





BYRON M. CAPLES, M. D., Medical Director 


FLOYD W. APLIN, M. D. 
WAUKESHA, WIS. 
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